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O CAUTERY—cheap or expen- 

sive—with or without merit— 
is any better than its heat-retaining 
qualities. 
Any doctor—who knows his tech- 
nique—will confirm the fact that 
; notwithstanding so-called 
“catch” phrases in advertising—if 
the cautery has not the heat capacity 
... if it is not constructed to main- 
tain reasonably uniform heat .. . 


4 IT FAILS IN ITS PURPOSE. 


There never was manufactured an 
actual cautery that did not radiate 
or transmit HEAT (claims to the 


BALLYHOO 


contrary) beyond the working tip 
Anyone can make a hot tip but } 
the heat reserve is not there it cap, | 
not perform its required duty, 
Most complaints of heat radiatioy 
are found in the treatment of endo. 
cervicitis. The FERGUSON oylip 
drical speculum in Pyrex or har 
rubber solves the doctor’s problem 
from this angle. 


POST CAUTERY is standard equip 
ment in many thousands of office 
and hospitals both and ip 
eighteen foreign countries. 
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Dilaudid possesses several advantages 
over morphine as an analgesic and 
sedative in pre-operative and post- 
operative procedure - acts quicker, has 
less marked secondary effects, and 
does not constipate. It is used in 
doses of 1/32 to 1/16 grain. 


Hypodermic ampules and tablets 
Oral tablets, rectal suppositories 
Powder, readily soluble. 


32 grain 
24 grain 


Further information upon request. Send your narcotic order 
for a sample tube of 20 hypodermic tablets |/ 32 grain 


each 
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JOHN A. CALDWELL 


Ribs without serious respiratory symp Colles fracture 

COS ~ ce ccees : eos 40 Dislocations 
Crushed chest ...... » wi Multiple fractures unclassi! 
eh iikanala se ae.e 0.0. . 35 Traumatic amputations 
NE iecs'eis auit-s.y ..-. 63 Total number of fracture 
Radius and ulna ..... Te 26 Total number of patients 


Anesthesia.—For general anesthesia, our preference is for ether 
gas and chloroform are occasionally used when the period of ana 
to be short or there are other special indications. 

For reductions alone we have become strong advocates ot 


local anzsthesia after the manner popularized by Bohler.* The 
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! | A LE e 
Lats - <2 
Fic. 1 Illustration of the usual method of treating fractures of tl ft of 
Thomas splint with the Pearson attachment The Steinman pin is insert 
tibia, but when there is special reason it is occasionally passed through the 


emphasized for success in rendering the manipulation of a fra 
by means of local anesthesia are: (1) The anesthetic must b 


the hematoma surrounding the ends of the bone so as to dilute th« 


the anzsthetic solution. ‘To make sure that this requirement 
filled, the piston is drawn back and no injection is made until 
appears in the syringe. When the needle is in the hematoma tl 
may be injected with very little pressure. The injection ot! 


outside of the hematoma is certain not to relieve the pain of 1 


during manipulation. (2) It is important to wait a sufficient pet 


br dissmenee idl ae 


for the anesthetic to take effect before any manipulation is 1 Out 


practice is to wait ten minutes by the clock betore the fragments 
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JOHN A. CALDWELL 


tion of the patients indicates the employment of ideal treatment 
those in which general feebleness of the patients forbids ideal tr 
For patients in the first class our preference is for the Whit: 
tion treatment, occasionally preceded by an impaction of the fr: 
the method of Cotton. Intertrochanteric fractures are often treat 
extension or some form of balanced skin or skeletal traction. S« 
ago we treated a series of seventeen cases of fractures of the 1 
femur by means of the Wilkie’ spreader and were convinced that 
so treated the fragments remain in position during all possible . 
position. The end-results were quite as satisfactory for securi 


by other methods. However, the patients were less comfortabl 
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Fic. 3 Illustration of the anti-eversion boot which is used instead 
ment of impacted fractures of the neck of the femur whet plaster 
padded boot of plaster is apple nd a cross bar of wood is incorporated 
rotate The loop of wire extendi: ibove the toes keeps the bed clothe 
the troublesome bed cradl« T} is put it ll leew cases when the patie 


position was a straining one, and because the pressure of the pl 
was often painful, and occasionally caused pressure sores. Thi 
the patients in spreaders was more troublesome. Since arriving 
conclusion the Wilkie method has been reserved for these patient 
reason of obesity or urinary incontinence, were not proper subiect 
to apply a Whitman spica. 

For patients in the second class, the treatment is modified 


by the general condition of the patient, and needs no spec ial discus 


i 


reasons of age, general debility, pneumonia, shock, the treatment 
in bed with no appliances, the use of sand bags, or some simpli 
extension. 
Fractures of the Shaft of the Femur in Adults —When the 
164 








JOHN A. CALDWELL 


is suspended by a sling to a different rail, and counterbalanced b 
set of weights. by this apparatus the thigh can be rotated out 
the distal fragment comes into line with the externally rotated 
proximal fragment. With this arrangement the entire limb is sus 
counterbalanced ; the patient’s body makes the counterstraction. | 


or raise his body without disturbing the fragments. There is 


in this method of pulling the fragments apart and sefiously delay 


In this flexed position of the leg, the hamstring muscles are quit 


otter very little resistance to traction. We do not hesitate to u 


i 


thirty-five pounds’ pull on the ordinary fracture of the femur whei 


















tr 








- ‘. . — 
Fic. 5 The leg is suspended in traction by an overhead rail attached t 
and is ready for the application of a case The suspension and tractior 
which are removed as soon as the plaster is “‘set.”’ 


is semi-flexed, but, in the above method, when both thrgh and kn 
to right angles, we ordinarily do not use more than fifteen 
pounds. Even then the position of the fragments must frequent 
with portable X-ray films. (Fig. 2.) 


Fractures of the Femur in Children are suspended at a rig 


the manner of Bryant? in all suitable cases. If the uninjured thi 


flexed to a right angle with the body without causing the kne« 
case is regarded as a proper one in which to carry out this met! 
experience this procedure can be used up to nine years, afte 


children must be treated as are adults. Studies of end-results 


patients, as well as others, have shown that good function result 


fractures in children in spite of extraordinary malposition of 
X-ray studies and measurements two or three years after union 
unbelievable restitution of both length and contour. 
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JOHN A. CALDWELL 


is applied for one week and the joint is aspirated whenever it be: 
tended with blood. After one week a case is applied with the leg 
and the patient is allowed up on crutches. When the X-ray 

fragments separated and the power of extension of the knee is lost 
is considered as an emergency and an operation is done at once. TT 


of the patella is closed with mattress sutures of catgut, and the 


surrounded with a loop of the same material. All shreds are caret 
off, and the rents in the lateral expansions of the quadriceps tei 
accurately closed. A plaster bandage is then applied with the leg in e 


The operating is done through a transverse incision. nly one inf 
followed an operation on the patella, and that was one in the « 
extensive compounded fracture. 











s 
\ 
Fic.. 7 4 method of applying traction in cases of fracture of the neck 
traction is made with a Thomas knee splint and a Pearson attachment The 
a pin through the olecranon or a wire through the condyles instead of sling a 
Fractures of the Tibia and Fibula—An injury which has been et 


quite frequently has been called the “bumper fracture.” The victin 


a blow by an automobile bumper on the outer side of the knee, whi: 


a comminuted crushing fracture of the head of the fibula and 


condyle of the tibia. The force of the impact bends the knee latet 


ing or stretching the internal lateral ligament. The knee-joint im 





; 


distends with blood, and on manipulation lateral motion is marked 


injuries are treated by the application of a dressing and aspiratio1 


knee-joint, followed by a plaster case which is worn for six weeks 


turns of muslin bandage drawn quite tight. Two more layers of sheet waddit 
applied over the muslin bandage and a second muslin bandage is applied firt 
this second layer of sheet wadding. This makes a dressing which exerts 

sure over the surface and, on account of its bulk and stiffness, has consid 


mobilizing effect. 
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is accurate early swelling is apt to subside rather than progress 


is not universally true. 


Pott’s fractures are usually reduced under spinal or general 


and a circular plaster bandage 


{ 


r Stimson’s dressing is applied at 


fracture is put up in the position of ease and rest—that is, the foot 


everted nor inverted and is at littke more than a right angle wit 


Occasionally the break is of such type that strong inversion is n¢ 


maintain position and, in such cases, the foot is placed in the i 


tion but is changed to the more normal and comfortable positi 

















Fic. 9 The usual contrivances for skeletal tractior 1)—C lassical 
man pin This type is made of im alloy which is much lighter thar 
require replating (b)—-T ype f tongs These are but rarely empl 
temporary use (c)—Hand chuck for inserting the Steinman pin With this 
be imserted through cancellous bone When it is necessary to thrust it thr 
breast drill 1s used (d 4 which ire att ched te Steinman pins T} 
5/16 inch steel to | the pin turn in the hold ithe 
nfections at the point re ss frequent when the pin is statior 
Steel pins used for The smaller is 3/32 inch in diameter a 
used in the olecrano he humerus, and in the legs of children Phe 
in diameter and o hes ade of stainless steel and are 1 
collars are to prevent th ; off the splint bars and are made f 





in diameter 
fourteen days. We have use 


iron as advocated by Bohler.* 


] 
I 





the unpadded plaster case and the 


In our experience it works when t 


is cooperative and sufficiently ambitious for early restoration to 


discomfort. We have no special fear of unpadded plaster cases 


plaster bandages are applied smoothly and the part is elevated a1 


until a safe period has arrived 


( 


he 


\ rule to be observed in applyi 


directly to the skin is to place the first layers in a longitudinal dit 
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Head Injuries——Scalp wounds are immediately débrided 


Stereoscopical X-ray films are taken with the injured side dow1 


the patient's condition permits lf the patient is in shock, the 
| 


is limited to that which can be made with a minimum exposurt 


If the patient is not in shock a complete neurological examit 


and the findings recorded lf the pulse is slow, consciousness 


1 


focal symptoms are present, a spinal puncture under local anzst! 


always measuring the pressure of the cerebrospinal fluid ai 





Fic \ ethor f treating some fractures of the 
weight of the I ste kes traction on the wre frag 
extent stabilizes th , Che sling is passed through the 
of around the foreart where it re x 


degree of intracranial bleeding. This pressure is measured by 
of manometer which registers the rise of the spinal fluid in 


The routine nursing observation includes half-hourly records 


and respiration, and notification of the physician if the pulse ris 


{ 


( 


or falls below 60 and if the respirations become unusual Bl 


readings are made frequently. If the spinal-fluid pressure is 


centimetres fluid is withdrawn till it is fifteen centimetres or | 


pressure is extremely high—thirty-five centimetres or more 
made cautiously and slowly and the pressure is not reduced 
centimetres. A spinal puncture is rey 
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Fractures of the Spine-—When the condition of the patient pert 
tures in the cervical region are manipulated under anzsth 
manceuvres of Walton’ and Langworthy® have been used. A/ter thi 
lation, traction on the head is maintained for six weeks. This is fol 
fixation of the neck for three months by a helmet and body plaster 
the Thomas collar. In some cases success in effecting a complete rej 
has been obtained. In others the position was only moderately 
In no case has the manipulation been followed by cord or root 

Crushed fractures of the bodies of the thoracic and lumbar vert 
treated by the procedure of Davis,” and a plaster case is supplied 
body hyper-extended. The case is worn for eight to twelve weel 
removal of the case a Taylor brace is fitted and is worn until the p 
no discomfort. In several cases the spine has been fused by an A] 
graft. This was done when fixation of the vertebrz was inevitably 
and when prolonged use of a brace was not compatible with th 
following his occupation. We have not had enough experienc 
operative procedure to enabie us to give any definite judgment as to 
Two patients are definitely unimproved, and have been unabl 
work after two years. Several others have resumed work of less 
\s with many other injuries entailing possible prolonged disco 
question of compensation introduces a variable which makes for cor 
uncertainty of prognosis. 

Fractures of the Humerus.—In the case of fractures of th 
epiphyseal separation, with impaction and good position, our uni! 


] 
} 


is to immobilize the arm by a swathe about the body and to hang th« 
by the wrist in a sling. Motion of the forearm is begun early—gent! 
ing at first, gradually increasing to full motion. Our plan follow 
that described by Roberts.’ When the position is not satisfactory 
has been by traction at a right angle with the forearm flexed 
Manipulation has usually been unsuccessful, because the head 
sufficiently fixed by grasping through the deltoid mass while the | 
fragment is manipulated. In our experience the cumbersome plaste1 
ing holding the arm abducted or the aeroplane splints are quite unt 
in the ordinary case. 

Fractures of the shaft of the humerus are treated by reductior 
cation of a plaster bandage from wrist to axilla with the forearm fi 
right angle. (Fig. 11.) A ring of wire is incorporated in the upper 
the cast at the wrist and through this the suspending sling is threac 
treatment does not furnish immobilization, but it does restrict motio: 
weight of the cast applies traction while the patient is standing o1 
The sling is passed through the ring rather than about the foreart 
when in the former place, the sling cannot slide up toward the elbow 
the traction. When a fracture is transverse and can be reduced it 
fixed firmly to a triangle interposed between the arm and body; th 
forearm are immobilized with plaster. This method of fixation ts « 
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pr‘ cedure of choice Non operative measures, ina few cases whet 
was split and the fragments slightly displaced, were frequent! 
abolition of the power of pronation and supination. 
Fractures of the Ribs In crushed fractures of the chest 
fractures of the ribs our procedure is as follows: (1) The patient 
a 


\ 


up in bed in the position in which he breathes most comfort 
chest is strapped; (3) the patient is put under an oxygen tent at 
early and prolonged use Of Oxygen seems to be of paramount 
(4) morphine is given liberally; (5) air or blood in the chest 
indicated. If possible, this is not done until after three or fou 


order to allow the points oO! escape of blood and air to become 


SUM MARY 


(1) The organization and the procedures for the treatment 
in the Cincinnati General Hospital are described. 
2) A large variety of fractures are admitted to the hospit 


A summary of the different types admitted 11 


one year is givel 

(3) There is a brief consideration, with illustrations, of 
methods of treating these various types of fractures. 

(4) Practically all of the illustrations are modifications of 
paratus which have been changed in form, but not in principle, 
requirements of economy and a more or less standardized method 
large numbers of fractures. Almost no commercial splints are us¢ 


the quantity and variety necessary could not be afforded, an 


it is desirable that the numbers of the house staff shall come to 


their own resources. Most of the apparatus is made in the mec] 


of the hospital. 
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was 2,250. Joints adequately protected by large muscles such as t! 
shoulder are not as liable to injury as those guarded mainly by tendi: 
tures such as the wrist and ankle. (Table II.) Joints of the lower 
hampered by weight-bearing, are more prone to injury than th 
upper, in which the conditioned reflexes are quicker and more adept 
tective movements. Moreover, the range of evasive motion of 
upper extremity is enhanced by the great mobility of the shoulde: 
This group of fractures rarely shows much displacement, and t 
ment of the bone fragment is usually good. Localized direct violet 
plays the foremost role in the mechanism of these injuries, shoul 
produce comminution with separation of bone fragments. Great 
ment, however, is prevented by a dense fibrous joint capsule rein{ 
surrounding ligaments. In such joints as the hip and knee, the int1 
ligaments have an additional stabilizing and immobilizing influenc: 


TABLE III 


Assoctation of Other Fractures with Fractures into Joints 


Upper Extremity—31% 
Fractures into glenoid of scapula associated with other fracturs 
f the humerus—upper end 


f the humerus—lower end 


Fractures 


Fractures 


Fractures of the ulna—upper end 


f the radius—upper end 


Fractures 


f the radiu lower end 


Fractures 
Fractures of the carpus 


Lower Extremity—25% 
Fractures into acetabular cavity associated with other fracturs 
Fractures of the neck of the femur 
Fractures of the lower extremity of the femur 
Fractures of the patella 
Fractures of the tibia—upper end 
Fractures of the tibia and fibula—lower end 
Fractures of the tarsus. 


While a study of Table III indicated that 26.5 per cent. of joint 
are associated with fractures of other bones, a glance at Table IV s| 
less than I per cent. present evidences of compounding. This low incide: 
of soft part injury may be due to the protective influence of the 
clothing and the small displacement of fragments which makes the 


he me impr ybable. 


TABLE IV 





Presence of Compounding in Fractures into Joints 


Patella fractures ‘ 2 

Tibia and fibula lower end 3) 

Tarsus , ‘ 1°0.65°, 

Humerus—lower end I 

Radiu lower end I , 
178 
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firm, for the direct pressure may cause a splaying of the bones 
in the injured joint. 

However, there are types of joint fractures in which immobili: 
be preferred to early motion. Fractures complicated by a severe « 
of ligamentous and capsular attachments resulting in dislocations 
if motion is delayed until the ligamentous injuries have been firn 
In these instances the application of traction to maintain reduction n 
the institution of motion at an earlier period without the disturbance 
ments. Immobilization is also preferable to active motion in arthrod 
for the constant slight play of the fragments in a relatively stapl 
toward non-union, arthritis and persistent pain. But none of thes 
precludes the use of immediate heat and gentle massage. 

Then there are the unusual joint fractures in which the fragment 


so displaced that function is interfered with by malunion, by non-uni 


small fragments lying free in the joint. These are usually best 
operative measures. These displaced fragments may be replaced 


suture or metal appliances. If the fragments are small they may be 


unless this would interfere with joint function or bony growth. S« 


mentous damage resulting in a wide separation of bone fragments or 
subluxation of the joint may require immediate repair. The s 
principles of treatment in joint fractures already outlined should 


OF} erative proces lures. 


While these general principles form a basis for the treatment, tl 
be used routinely. Each case must be judged on the individual phy 
ings. In order to clarify certain special features, each group of joint 
will be considered in detail 

Fractures of the Scapula.—The majority of fractures involving 
of the upper extremity are of an ambulatory nature, and as a rule aré 


sts 


in the out-patient department. This may account for the r 
series of certain groups of fractures treated in the wards. 
There were five fractures of the scapula involving the glenoid 


of these were associated with fractures of the clavicle and were, 


treated by immobilization with a Sayre dressing. The others were tt I 
heat and massage and active motion as soon as the condition of th 
warranted. Two cases were seen subsequently, one at the end of 
and the other at the end of four months, both having satisfactory resu 

Fractures of the Upper Extremity of the Humerus.—Fractur 
humerus entering the shoulder-joint are exceedingly rare becaus: 
peculiar anatomical formation of the head and its relationship to the 
ligament. There were two cases of this type, one complicated by an 
fracture of the surgical neck, and the other by a readily reducible sul 
dislocation. Both were treated by immediate active and passive mot 
and massage. The patients, when examined a year later, had pert: 
results, one returning to work ten weeks after injury. 

Fractures of the Lower End of the Humerus.—These injuri 
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Fractures Involving the Upper End of the Radins.—There 
cases of this nature. The treatment depends upon the type of fra 
location and the degree of separation of the fragments. It is felt that 
cases which should be treated c mnservatively are those in which the 
incomplete. Cases in which there is displacement respond bette: 
operation. Some feel that removal of the displaced fragment is 
necessary. If, however, on pronation, the fractured portion of the 1 
comes into direct contact with the lesser sigmoid notch of the ulna, o1 
trouble can be anticipated from this procedure. The operation of cl 
complete removal of the radial head, which is a simple procedur: 
followed by active motion within twenty-four hours. ‘The results 
have been excellent. One case was treated conservatively, seven w 
ated, the head being removed in six and the fragment in one. Six 
lowed, and all had good results. 

Fractures of the Lower End of the Radius.—The fundamental 
of early motion applies most strongly in fractures of the lower e1 
radius extending into the wrist-joint. The potential impairment of 
resulting from these injuries may compromise the skilled function oi 
and the muscular power of the entire extremity. The actual mana, 
these fractures is dependent on the specific pathology encountered 
fractures extending through the articular surface without impactior 


placement of the fragments are started immediately on motion, 


massage. A volar splint of plaster may be used for a few days me 


reasons of comfort. 
Those fractures with displacement, impaction, or comminution 
reduced as early as possible, striving for the best anatomical restorati 


cially of the inferior radio-ulnar articulation. A volar molded pla 


extending from the elbow to the metacarpal phalangeal joint is app! 


the wrist in moderate flexion and ulnar deviation. Heat and n 


started within twenty-four hours, and active motion of the fingers 
in two to three days. 

If the comminution has been severe and the danger of displa 
imminent, motion is delayed until some adhesion of the fragments ha 
this may take from five to seven days. While heat and massag 
daily, the splint is not removed until the fifth day, when passive 1 
the fingers and forearm is added. By the seventh day the splint is 
only as far as the wrist, so that free flexion and extension of thi 


fingers are possible. The patients are urged to exercise the fingers 


regularly throughout the day so that relatively constant motion is obt 


addition to the periodic physiotherapeutic treatments. The splint 
doned in the more complicated fractures between the tenth and s 
days. The objective is a complete return of function by the end of 
week. If closed reduction is unsatisfactory, open operation is 
These cases are comparatively rare, but in two in which displaced an 
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soon as possible. In two cases in which the acetabular cavity 
driven inward by the head of the femur, no ill results were seen follo 
type of treatment. In fact, one patient was walking about with a 1 
and without complaint four months after discharge. 

Traction and abduction in those cases in which the femoral head 
driven into the acetabular cavity were discontinued because they w 
to be ineffective. 

Fractures of the Upper Extremity of the Femur.—\While an int 
fracture of the neck of the femur is a fracture into the joint cavit 
an extra-articular fracture with no actual compromise of the joint 
The basic principles of the treatment of joint fractures, therefor 
obtain. No differentiation was made between intra- and extra-« 
tures. There were six cases in this group, one being treated by t1 
the remainder in plaster spicas by the Whitman abduction met 
plaster cases were removed after three months; at this time the 
fitted with walking Thomas caliper splints. “hese were worn ut 
after the injury. The results were good in this small series 

Fractures of the Lower Extremity of the Femur.—Linear fractut 
femur entering the knee-joint either through the condyle or throug! 
condylar notch without separation of the fragments can be safely start 
immediate active motion. If joint effusions complicate these injuri 
aspirations may often be necessary In cases in which the comminut 
wide separation of fragments necessitate reduction, active motior 


until some healing of the fragments has taken place. 


There were four cases in this series. Each of them will be | 
cussed as representative of a group problem. 

One case, a joint fracture complicated by displacement of the 
femur, was treated by a skeletal traction. Ice tongs were inserted int 
the femur, and immediate active knee motion was instituted. | 
seventy-two days; at that time the tongs were removed. The patient 


with an excellent result. 
The second case, one with a longitudinal fracture through the medi 


was complicated by an enormous bloody effusion into the knee-joint Phi 


by repeated aspiration followed by active motion. The patient was ' 
end of three weeks with crutches, and these were discarded at the end 

The final result was perfect in all ways. The third patient, one with a 

fracture through the medial condyle into the joint, was treated immedi 

motion. The patient was walking about with crutches, bearing weight, at 

seven weeks, and when seen four months later, had a perfect result ry 

an oblique fracture through the lower third of the femur extending int 

with marked overriding, exemplifies a type of case in which it is advi | 
motion. Traction with a Steinman pin through the head of the tibia 

with a satisfactory anatomical reduction. Heat and massage were started wit! 

but motion was delayed twenty-one days to allow some healing of th« 

diminish the danger of displacement. This patient developed a mental « 

sitating transfer to another institution, but at the end of ten weeks had a 

functional and anatomical result. } 
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Patients were allowed up with crutches after about two weeks but 
structed not to bear any weight until ten to twelve weeks had passed 


if the fractures were comminuted and intercondylar. All these cases we 





( 


in follow-up and presented excellent functional and anatomical results 


There were two cases of the complicated variety in which motior 
because of several factors. There was one case of dislocation of the 
and a slight subluxation of the knee. Motion was begun early but it 
the subluxation and the separation of the outer fragment seemed to be 
deemed advisable to delay further motion until sufficient union of the 
resulted. Although the case was complicated by a persistent phlebitis 
layed active motion, there was a reasonably good result 

The second case was an intercondylar fracture and fracture of the t 
a rupture of the medial expansion of the knee-joint and a lateral dislo« 
tempts at closed reduction were unsuccessful. This patient presented the 
repairing the ligamentous injury to assure anatomical restoration of 
Naturally, motion must be delayed until sufficient repair has taken place t 
location. This patient was a chronic at:oholic and developed deliriun 


bronchopneumonia which resulted in his death four days after admis 


Fractures of the Lower End of the Tibia and Fibula.—Fractures 


lower end of the tibia and fibula, entering the ankle-joint, wert 


almost the same frequency as those involving the knee Phe thre 


principles in the treatment of fractures of the lower end of 
fibula are a careful and accurate reduction with the maintenance 


Any disturbance in the line of weight-bearing, poor ligamentous 


1 


1 


widening of the mortise of the ankle, either singly or collective 


cause poor anatomical, functional and symptomatic results 
Reduction should be performed immediately. Experience has 


better anatomical reduction can be obtained when anzsthesia 


Posterior and lateral molded plaster splints should be used to maintaii 


tion with the foot at a right angle and in marked inversion. Th 


this type of splintage lies not only in its obvious safety but in its ea 


for the early application of phy siotherapy. There were twenty-four 


of the lower end of the tibia and fibula, the distribution and t1 


t 


which are tabulated in Table VI. 


TABLE VI 
Reduction u 
Total Anesthesia 
Fractures of internal malleolu a> 5 
Fractures of external malleolu cn. O 
Fractures of both malleoli... ae. ae 6 


In simple fractures through one or both malleoli into the joint 


displacement, heat, gentle massage, and active motion of the ankl 


immediately, but weight-bearing was delayed four to six weeks 


without severe ligamentous compromise in which anatomical reducti 


necessary, massage and motion were usually started about on 
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1 


arthrodesis. This procedure obliterates joint surfaces, practically elir 


the seat of disability. 


f the OS Caicl 


In this series, there were nineteen cases of fracture « 
ing the surrounding joints. Three of these cases were complicated 
fractures. Eleven of these cases were treated conservatively, operatior 
suggested to many, but refused. There is no doubt that occasional casi 


cially those without comminution and deformity, may do well with 


the application of a boot, but this is not the general rule. In eight 
subastragaloid arthrodesis was done. It was customary to wait about 


weeks before operation in order to allow the swelling, cedema, and ecc! 
incident to the primary trauma to subside. Following the operation, 

is held at right angle and encased in a plaster boot for two months late 
for support of the arch is made then, and the patients are encouraged 

The majority of these cases have been seen at the follow-up clinic, 


results have been gratifying not only from the anatomical but from th 


tional standpoint. 
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the epiplysis is often separated without displacement, but only cases s| 
visible displacement were included in this series. 
Table I is a summary of the data obtained from an analysis of th 
in this series. 
TABLE I 
Case I.—Female, aged one year. Causative agent.—Scurvy Bone.— Left 


tibia. Amount of displacement of fragment in centimetres in X-ray before treat: 


Treatment.—Antiscorbutic. Time from injury to final examination.—226 days. | 
shortening.—.5. Shortening in X-ray 6. Epiphyseal line present. Deformit 
tional result.—Normal. 

Case II1.—Female, aged one year. Causative agent.—Scurvy. Bone.—Left 
lower femurs. Amount of displacement of fragment in centimetres in X 
treatment.—Left, .7; right, .5. Treatment.—Antiscorbutic. Time for in 
examination.—224 days. Epiphyseal line present. No deformity. Functional 
Normal. 


Case II].—Female, aged two years. Causative agent—Fall. Bone RR 
femur. Amount of displacement of fragment in centimetres in X-ray befor: 
1.6. Treatment.—Closed reduction. Time from injury to final examination.—S« 


192 days. Epiphyseal line present No deformity. Functional result 
jumping. 
Case 1V.—Male, aged three years. Causative agent.—Fall. Bone.—Left 


humeri. Amount of displacement of fragment in centimetres in X-ray befor« 


3. Treatment.—Open operation lime from injury to final examinatior Or 
144 days. External shortening.—1.3. Shortening in X-ray.—2. Epiphysis al 
formity. Functional result.— Poor 

Case V.—Female, aged seven years. Causative agent.—Hit by rubber tul 
Left second metacarpal. Amount of displacement in centimetres in X-ray 


ment.—.3. Treatment—Open operation. Time from injury to final examinati 
years, 127 days. External shortening.—.6. Shortening in X-ray 6. | 
present. No deformity. Functional result—Normal 

Case VI.—Male, aged eight years. Causative agent.—Fall Bone.—L« 
radius at right angle to the shaft. Treatment.—Closed reduction. Time fron 
final examination.—Three years, 198 days. Shortening in X-ray 2. No epipl 
present. No deformity. Functional result—Normal. 

Case VII.—Male, aged eight years. Causative agent—Fall. Bon 
radius. Amount of displacement of fragment in centimetres in X-ray before treat: 
5. Treatment.—Closed reduction. Time from injury to final examinatior 
Epiphyseal line present. No deformity. Functional result—Normal 

Case VIII.—Male, aged nine years. Causative agent.—Fall. Bone.—Rig] 
radius. Amount of displacement of fragment in centimetres in X-ray before tri 


1. Treatment.—Closed reduction. Time from injury to final examination rw 
thirty-two days. Epiphyseal line present. No deformity. Functional result 
Case I[X.—Male, aged nine years. Causative agent.—Struck finger 
fifth metacarpal. Amount of displacement of fragment in centimetres in X 
treatment.—.2. Treatment.—Closed reduction. Time from injury to final exami 
One year, 211 days. Shortening in X-ray.—.3. Epiphyseal line present. No 
Functional result.—Normal 
Case X.—Male, aged nine years. Causative agent—Fall. Bon Right 


radius. Amount of displacement of fragment in centimetres in X-ray before tri 


5. Treatment.—Closed reduction. Time from injury to final examinati 
Epiphyseal line present. No deformity. Functional result-——Normal 
Case XI.—Male, aged ten years. Causative agent—Fall. Bone.—Left lowe 


Amount of displacement of fragment in centimetres in X-ray before treatm 
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The shortest period of time that elapsed from the time of injury 
final examination was seventy-four days, the longest was seven y: 
192 days, and the average was 646 days. Perhaps, if these patient 
followed longer, more sequelz would be found. 

The examinations were made especially for late sequele includi 
shortening of the bones; (2) premature ossification of the epiphysis 
diaphysis with obliteration of the epiphyseal line; (; 


cubitus varus in capitellum humeri separation, cubitus valgus to 


3) deformity su 





Fi I (Case II.) Seu Appearance of the lower femoral ep 
ment Note the slight increased calcium deposit just above the epi 


epicondylus medialis humeri separation, and coxa vara; (4) arthriti 


(5) Perthes’ disease and cyst formation, and (6) functional distu 
(1) Shortening—This lesion of bones has been especially stré 
Harrenstein,'® Gold,* Linser,"® McFarland,** and Watson.'* Of the nine 
teen cases, six (31.6 per cent.) had shortening by external measurement 
eight (42.1 per cent.) by rontgenogram measurements, which no doul 
more accurate. In a comparison of the results that others have found 


felter?® reported twelve cases of epiphyseal separations, three (2 
In contrast, Zadek*” reported fivi 


w ¢ . 
>» pA 


of which had arrest of growth. 
separation of the epiphysis of the lower end of the radius, in patients ag 
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nine to thirtee1 ears, of which two were operated upor ( 
treated by closed uction, and none ot them showed subsequent 
Considering the short period ot time in which shortening 


McFarland!’ stated that definite shortening may occur within seven months 


subsequent to the injury [his 1s quite in agreement with what w 

in Case I (scurvy with separation ot the lower epiphysis of thi 
which a shortening of .6 centimetre was observed in rontgenogram 2¢ 
after the onset Chis is the brietest period ot time in which a decreas 





| 
| 
[here 1s some ereement in the literature as to whether shortening may 
be expect | Sper in 1916 had seen no cases of cessation of erowtl alteT 
a separation Ot the epihysis ota long bon but later did see sucl cases 
Patterson** thinks that the danger of interference with growth has been ex 
aggerated ndeed, epiphyseolysis of the lower femur has been used as 
corrective measure in genu valgum but Jones and Lovett** believe that in 
unskilful hands it is definitely dangerous However, the above data show 
that shortening is quite common. Gold,'’® who concurs 1n this opinion, thinks 
that separation of the lower epiphysis of the temur 1s very often followed 
by premature ossification and cessation of growth. Willis** stated that < 
lesion of the upper epiphysis of the femur is always followed by a permanent 
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fusion of the epiphysis and consequent effect upon growth. This view, hi 
ever, is not substantiated by Case ILI of this series which shows no eviden 
of the old injury in rontgenograms taken seven years and 192 days aftet 
accident and has no shortening. 

The causes of the shortening have been attributed to various factor 
the upper extremity, Linser'® mentions a case of separation of the uppe1 


epiphysis of the humerus with 14 centimetres of shortening because apposit 


was not good. However, poor apposition is not the only factor concerned }y 
cause in Case XIII (previously reported by Montgomery’) the head of tl 


radius was perfectly replaced at operation. This was confirmed post-opera 


tively by rontgenogram, and yet there was I centimetre of shortening at tl 


last examination (three years and thirty-six days after injury). Henders 
thinks that shortening is due to inactivity of the growing centres. Ha 
is inclined to believe that a vascular disturbance is the cause of growt! 
turbance. However, the excellent work which he has done on epiphyseal 
transplantation in dogs does not absolutely prove that vascular disturban 
is the only factor involved in shortening, because nerve injury has result 
epiphyseal arrest of growth, and this factor was not excluded in his worl 
McFarland" thinks that the failure of growth is due to death of cart 
cells either from being crushed or from hemorrhage into them. He state 
that a lower radial epiphysis separation is less likely to be followed by shorte: 
ing than a lower tibial separation. In discussing the lower radial epip! 
he says that only when it is crushed does arrest of growth occur, but does 
not state how he arrived at this conclusion. He proved, however, that if on 
half of the epiphysis of the lower tibia is injured, the injured portion n 
cease to grow, while the uninjured side continues, thus making a deformity 
In addition to the above etiological factors, Kuttner**® found tl 
and plexus paralysis in childhood caused decr:ase in the growth of bones 


Lohr-Magdeburg*” found shortening due to liemophilia and ischeet 


tractures. Experimentally, he observed that in freezing the epiphyses in rats 
shortening ensued and that in freezing of the joints and epiphyses, mor 
damage was done to the epiphyses than to the joints. 

The patients in this series were examined to determine whether the amount 
of displacement of the fragments, both before and after reduction, 
influence on shortening. Two patients (Cases VI and XIII), with uppe 


radial epiphyseal separations, had the epiphyseal fragment turned at a rig] 


angle to the shaft. Although a perfect reduction was obtained, both had 
shortening at the last examination with the epiphysis of each showing osseou 


union to the shaft, but neither had deformity or impaired function. Case XI, 
who had 2.2 centimetres of displacement of the fragment before reduction, 
which was the second greatest amount of any in the series, obtained a perfect 
result in every respect, while Case IX, who had only .2 centimetre of dis 
placement before reduction showed a shortening of .3 centimetre in 

rontgeongram one year and 211 days after injury. After reduction, the 
fracture of Case XI still showed .5 centimetre displacement in rontgeno 
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gram, yet no shortening developed On the other hand, afte 
(Case XVII still had 5 centimetre displacement, ind subsequ 


shortening and premature ossification ot the e1 iphysis to the I 


observations show that displacement does not necessarily produc: 


and in cases where shortening has occurred, the amount of shorter 


not depend upon the amount of displacement Hence, no concl 


drawn as to whether shortening would or would not follow a set 
a stated amount of displacement of the fragments either be 


reduc tion 


1 


, 
las been reported 1n sol 


\n increase 11 bone length, such as 








with osteomyelitis (Speed*") occurred in one patient (Case XI] e cause 


of this lengthenin: is not clear he theory is offered that the 


have stimulated the growth of epiphyseal cartilage cells to caus 


in length of the bone 


(2) Premat 


2 nature ossification of the epiphysis » fi } 


normal ossification, as described by Lohr-Magdeburg.2*"  Montgo 
Lapidus,*! Gold,’ and Kurlander,®* occurred in three patients (16.7 | 


in this series \ll ot these had shortening, but other than this. n 


had any deformity However, in four patients (Cases I, V, IX, 


in which there was shortening, the epiphyseal line was still present 


seem that a certain amount of damage mav be done to the epiphys 
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plate (7.e., enough to cause shortening) and still be insufficient to « 


cation of the epiphysis to the shaft. 





Several theories have been offered to explain this prematur: 


Ferguson and Horworth,** and Haas** have suggested that the 


union of the growth centre is evidence of a circulatory disturbanc¢ 





ym thirty-seve 


iti 


Fic. 5s. (Case IV.) Capitellum humeri separ 1 
| it of the pitellur 


pret 
eral displ icemet 


Lapidus*’ stated that the premature disappearance of the epipln 
lage with complete union of the lesser trochanter to the shaft of 
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epiphysis separation with the following results: good, four; poor, four 


excellent, two. Two patients were operated on and ankylosis occurred in bot! 

Following epiphyseal separations, non-union seems to be more rar 
after simple fracture of the shaft and no cases of non-union were observ 
in this series. Watson!'® stated definitely that there have been no cas 
non-union following lower radial epiphysis separation. Poland,'* quoting 
Hamilton, reported a patient with non-union five months after an inju 
which produced a separation of the epiphysis of the upper end of th 
humerus. However, this patient had had no treatment ot any kind 

(4) Arthritis—There was only one case (Case IV) witl 
changes. This occurred in the patient (Figs. 4 and 5) with capitellun 
separation who was treated by removal of the fragment, as described abov 


It is questionable whether some of the arthritis in this patient may not be du 
to operative interference or whether it is all due to absence of the capitellum 
Also, this arthritis may become worse later on, as Madlener and \Vienert 
examined patients for arthritis deformans following olecranon fractur: 
found that the longer the time since the injury, the more decided were the 
joint changes. 

It is difficult to decide in many cases of arthritis which have been pr 
ceded by an epiphyseal separation, just how much the separation contribut 
to the arthritis. Friedrich** believes that the greater percentage of 
deformans of the hip is the result of early hip disease of some type. How 
ever, the case of arthritis of the upper end of the humerus due to an epiphyse 
injury in a man seventy-four years old, reported by Nussbaum,*® is open to 
question, because it would seem difficult to decide what the etiologic 


was in a case of so long duration. } 
(5) Perthes’ disease, cyst formation, etc. There were no patients in thi 

series in which Perthes’ disease, as described by Driver,*® or cyst formation, as | 

described by Muller,*’ occurred. Nussbaum*? reported cases of chondron 

and osteitis fibrosa probably due to separation of the upper epiphysis of the 


femur, but Walter* casts some doubt on this assumption. 

(6) Function—Only two patients had poor function. One of thes 
(Case III), with a separation of the upper epiphysis of the femur, had 
on jumping. An examination of this patient showed no apparent cau 


the poor function. Rontgenograms taken after reduction showed a perfect 
apposition of the fragments and rontgenograms taken seven and one-hal 
years later showed nothing abnormal. Apparently, this case does not sub 
stantiate the hypothesis of Field,? who, in discussing this particular | 
stated: ““A return to perfect function, one would surmise, would follow 
complete and accurate reduction with efficient after-treatment.” 

The other patient (Case IV), with a capitellum humeri separation, had a 
flail elbow, as described above. Possibly, the poor result in this patient 
have occurred without the removal of the capitellum. However, it is moré 
likely that removal of the capitellum led to the poor result. The operation 


should not be undertaken in a child before epiphyseal growth has ceased, 
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without due col eration Ot a probabl« subsequent cle 
functiot 

In this seri e patient showed then slight impaired 

‘ lived nal f ‘ 
apparent Cause \ mnothe showed marke OS ln 
injudicious treatment It would seem tron thi t} it tut 
monly intertere ti tollowing epipnysea : 1O1 

Scur . further word should be add regard t 
the two patients with scurvy igs. I, 2, and 2 Hess! ha 
splints be appli to patients suttering trom scurvy with epy 
tions, but no m«e inical appliance was used in the treatmet 
patients Durit the active stage of the disease, they were 
in bed, given ant corbuti diet, viosterol, sun baths, and co 
tures in scurvy irently heal quite readily, since Roegholt 
suinea-pigs affected with scorbutus, fractures began to sl 
rontgenogram hve days atter vitamin © admunistratior 

| ( result OO! I ne | itient but ( celle t in the ( 
the last examunat ! (226 davs atter the onset . had renu 
millimetres of shortening by external measurements and 5 n 
rontgenogran etter results might have been obtained if a ] 
bandag oO! other pphance had beet used | he othe pati 
(lL ase | | th ered with creti ism In L1,dad1it1o to the 
she rect ved ( ted thvro1 \t the last « iminatio1 { | 
the first examination ), she had recovered trom the scurvy and 1 
showed the pre usly separated epiphyses to be normal 

/ tors ft nsidered in the proqnos Different f 
considered whe the various epiphyses are separated Lhe 
particular ep] nvolves the ie ot the tient ind. the 
placem« t o t iments 

The parti epiphysis 1 ve must be considers 
because separat tf some epiphyses seem to be more impo 
W ats ~ ane eea" stated that the epipl vsis toward wil 
artery points u unites with the shatt first. One except 
is the la ted out by Speed ind Harb nd Zol org 
stated that the reatest longitudinal growt! produced b ; 
which unites 

(1 vou ect, othet conditio s he ne the San nat 
amount of shortening would follow separation of the epiphysis 


last. but this w not confirmed by an analvsis of Table | Cor 


be made with o1 two bones, the femur and radius here we 


' 


with lower temoral epiphyseal separations and one with uppe1 


them had shortening Chere were five patients with lower rad 


1_] 


one wouid expect, but there \ 


none of whom |] shortening 


f 


upper radial separations, two of which had 1 and 2 centimetres 


respectively It clearly seen, however, that this number is 


form any definite conclusions 


199 











JAY IRELAND 


Griswold* thought that separation of the lower epiphysis of th 
should be treated by early motion and he treated such a case with 
motion of the femur within seventeen days after reduction and an « 
tion 309 days after the injury showed an excellent result. 

The age of the patient is naturally important because the your 
individual, the greater is the risk of shortening and deformity. [or 
one would consider that more shortening would occur in a separatio 
lower epiphysis of the tibia which occurred at the age of one and 
years (one year after the epiphysis forms) than one which occurr 
age of seventeen years (one year before it closes). 

The amount of displacement of the fragments, both before 
reduction, according to some authors, must be given due considet 
estimating the prognosis. However, as stated above, no definite cor 
in this respect could be drawn from this series. One ts at a loss to say 
how many millimetres the epiphysis must be displaced as measur 
rontgenograms before operative interference should be undertaken. ‘| 


tion of whether a separation in any individual instance is to be 


closed reduction or open operation is often difficult to decide. It | 
suggested by Linser,"® Conwell,*® and Roberts™ that better result 
expected when apposition is good. This is in agreement with Spe 
stated that a perfect reduction of an epiphyseal separation gives a co 
ingly good prognosis, but this is not substantiated by the result in ‘ 
who had perfect alignment, as seen in rontgenograms taken after r 
and yet had 1 centimetre of shortening. However, this patient 
upon and the operative trauma may have tended to negative the result 
Judging from the results in this series, open operation is to be } 
it is possible to obtain a reduction of the fragments otherwise, as 
five patients operated on had perfect results. Cutler*® and Eikenbar | 


LeCocq* had similar experiences. On the other hand, Zadek*° why 
on two patients with separations of the lower epiphyses of th 
very satisfactory results. 

Foreign material placed in the region of the epiphysis should be 
if possible because of growth interference. If used, it should b 
absorbable nature by preference, or if non-absorbable material 
should be removed after the callus becomes hard enough to maintai! 
tion of the fragments. A very good method for holding the frag: 
position is to suture them with twenty- or thirty-day No. 3 or 4 catgut 
double if necessary. This is better than kangaroo tendon which is m 
to lead to a suture sinus. 

The degree of periosteal separation may be a factor in the progno 
Poland”™ stated that the periosteum is the most important element i1 
duction of the callus. If so, the conclusion may be drawn that th 
periosteum is separated, the greater will be the disturbance of the ey 
However, it would be difficult to estimate the degree of perioste al sey 


1 


in any given case. Lapidus*' believes that the periosteum is o1 
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gram, either before or after an attempt at alignment, is apparently 


prognostic value as to possible sequelae. The essential factor is undoubt 


concerned with the integrity of the epiphysis. At the present time thet 
not seem to be any evident criteria by which this can be determined 
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FRACTURES OF THE HEAD AND NECK OF THE RADIUS 
By Joun V. Bounrer, M.D. 
or New York, N. Y. 


Tue frequency of fracture of the proximal end of the radius 
pared with other fractures about the elbow, is approximately 3 
It is, therefore, not a rare fracture; neither is it a common on 
been 420 fractures about the elbow admitted to the Children’s F: 
at Bellevue Hospital in the past ten years. Of this number onl 


were of the proximal end of the radius. 


This fracture is caused by both direct and indirect violenc ly 
it is about equally divided, while in adults direct violence is mot 
Diagnosis, as a rule, is quite simple. ‘There is a history of eit! 
or indirect violence. The physical findings are: \ swelling about I 
point tenderness over the head of the radius, normal relatios 
epicondyles and olecranon; crepitus is not usually present. The 
in partial flexion and semipronation. Motion about the elbow 
tion is painful. This is especially true of rotation. (Usually fl 


extension are not painful except in extreme position.) If the 
passively rotated, the head of the radius does not rotate with it. P 
swelling over the dorsum of the hand frequently occur. 

By careful examination one can usually make an accurat 
the final and definite diagnosis must depend upon X-ray examina 
pictures taken in two planes will determine the presence of and the 
type of fracture. 

For purposes of treatment these fractures may be divided 
groups. The First Group.—Includes simple fractures without « 


of the fragments. It is generally agreed that this type of fractu 


be treated conservatively (he arm is placed in moderate flexior 
hand in complete supination, in a posterior molded plaster splint, 

in this position for two weeks This splint should be removed 

and active motion instituted, then replaced. At the end of two we 
splint is permanently removed he elbow is then baked and 1 


If so treated the results are universally good. 

The Second Group.—tIncludes simple fractures with displacet 
fragments, where the orbicular ligament is not badly damaged 
the fracture line does not involve the articular surface hes 
should be operated at once, the fragment replaced in its normal posit 
held there by suture of the ligaments and mus¢ les, or by the use of 
fascia lata. The forearm must then be so placed as to best maint 
position, which can usually be accomplished by moderate flexior 
pronation. With the arm firmly held in this position by an assist 


204 








JOHN V. BOHRER 


The end of the radius should be smoothed off and the orbicular lis 
carefully repaired. 

In spite of these precautions, synostosis, with complete loss of rot 
occurred in 50 per cent. of the children operated upon for removal 
head of the radius. In none of these cases could a satisfactory replace: 
be accomplished. It is, however, surprising how this loss of funet 
compensated by the rotators of the arm and scapular muscles 

\natomical deformity is, fortunately, not very great in this fractur 
increased carrying angle of the forearm is always found and is pract 
the only deformity. 

In operated cases the prognosis cannot be made from inspectior 
histories and operative findings, since very similar cases give opposit 
For instance, “G. Y.,”’ a girl of six, had a minimum of trauma. S 
while roller-skating. She was operated promptly by Bohrer, who us 
same technic and same post-operative treatment as in the case of ‘| 
girl of nine, who also fell while roller-skating. The X-ray picture 
quite comparable in the two cases, yet in “G. Y.” the radius and ulna 
synostosed and she lost her rotation, while “as | Ng resulted in normal ri 
tion of function. 

This is also true in cases operated by Beekman. “W. D.,” a bo 
ten years, operated seven days after the accident, resulted in normal r: 
tion of function; while “R. M.,” a boy of ten, operated ten days afte1 
accident, resulted in synostosis of the radius and ulna. 

From observation of these reported cases over a prolonged period 
and a review of the literature, | have come to the following conclusio1 

(1) Fracture of the head and neck of the radius, in children, shou 
treated conservatively unless there is marked displacement of the fra 

(2) In cases of marked displacement of the fragment, early operatior 
replacement of the fragment is preferable to resection. 

(3) If resection is done, about 50 per cent. will develop synost 
the radius and ulna in the resected area. This synostosis occurs 
months after operation 

(4) In resected cases a stable, non-painful joint may be expect 


(5) Flexion and extension are seldom limited. 


‘ 
| 


(6) In resected cases an increased carrying angle always ce 
apparently from a lack of growth at the proximal end of the radius 

(7) In adults: Simple fracture with displacement, even if the f1 
line involves the articular surface, should be treated conservatively 

(8) In operative cases resection of the entire head of the radius 
operation of choice. A stable, non-painful joint, without loss of fu 
may usually be expected. 

SUMMARY AND ANALYSIS OF CASES 


(1) Of twenty cases which form the basis of this report, twelve 
treated conservatively. Those with slight displacement have excellent 
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All were treated conservatively with the arm held in Jones’ position. 1] 
in complete recovery of functior } 
Bohler‘ states: “If tl ead ot the radius ts fissured in its long axis, o1 
without any displacement, it is treated by the application of a plaster ba 
is left on for four weeks, and in the same manner as the fractures of the 
If the head is splintered and the fragments are displaced, or when the hea 
and dislocated, it is very seldot possible to obtain a good positio! | 
the forearm are either quite limited or disappear altogether. In these cases, it 
best to remove the head he incision is made on the lateral side but 
too far anteriorly, because small branches of the radial nerve are apt to b 
plaster case is given for two weel 
Scudder” states that in fracturs ot the head and neck of the radiu 
“The elbow should be placed in the acutely flexed position with forearn 
supination after manipulative pressure and traction on forearm. Usuall t 
guarded painless motion may be begun and along with massage will succee 
almost perfect function of th int 
In adults: “Excepting in linear fractures without much if any displa 
plete removal of the head of the radius immediately after the inju | 
All fragments should be carefully removed Avoid injury to the 
synovial membrane Keep the annular ligament intact Close the w 
about a week or less begin active guarded movements 
“In operating, the fragment t bone should be removed, and wh« 
tions are seen a complete resection of the head of the radius don Oper ' 
cated with a complicating irreducible dislocation of radius or ulna or bot! 
“Gentle massage and passive motion and attempts at active moti 
four to eight weeks, result i1 proximately normal elbow movement 
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END-RESULTS OF CARPAL-SCAPHOID FRACTURES 


i 
By Leeman E. SnopGrass. M.D 
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TABLE I 
} 


107 Cases of Fracture of the Carpal Scaphoid (Ninety-five Males and Twelve Fi 


Causes of Fracture 


Aside from a Fall on 
Operative Old the Outstretched Hand 
Agel Cases Cases to a Standing Level) Associated Injuries S 
Age 10 I 5 (aul vrist 8 dis ations of se 3 
2nd decade 24 ar (all vola 
3rd decade 32 ‘ 4 h wrist wit I tra ire of semiluna 
st lecade 30 1 cases ir while hand not dislocated) | 
5 lecade 7 s ida 1 dislocation of dista 
Ot lecade 7 is ‘ 1es8 carpa yw 
t trucks 5 fractures of distal | 
2 ackfire ir yf radius (3 of w 
king an engine were communuted ; 
ga heavy 1 chauffeur’s fract r 
11 mplete tract 4 j 
Ss i sta e equa t radial head 
ling € 1 ( es’ fracture 
I tracture am tne 
I i € i p x i 
r f first 1 i 
pal ; 
1 tra it ] i 
id | 
I mpound fra 
i at tne yu 
e middle a 
A thy is wit 1 
sprain fracture 
iinar st id and 
a , 
* | s ict e€ at i lla s is 
ere the X-ray sta catior the tracture } 
t Age is give Tables I I] acture and whe lefinit 7 ‘ 
tion of movement in the wrist-joint, and a weakened grip. With thi 
fication in mind, forty were found to be good results, ten were mo 
good and eleven were poor. This group is summarized in Table I 
The two patients with comminuted fractures who fell in the e1 
group obtained a good result, one with operation and one without 
fractures with displacement of fragments, in each case the distal f1 
being the one displaced, the result was good, but the end-result X-1 
showed slight deformity of the scaphoid in one. The seven patient 
fracture in the distal end and the two with fractures along the 
border had good results. Unfortunately, the two patients with fracture 
, ; "i ‘ , | 
in the proximal end and with two separate fractures in each bone belong: 
to the group of cases without end-result study. Four of the seven casi 
incomplete fractures were in the end-result group and all showed an excellent | 
result clinically, and by X-ray examination. 
lhere were no bipartite scaphoids found in this series, nor was a singl 
case of cavity tormation found. Likewise, there were no instances of ex- 
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patient, S. B., aged twenty-eight years, fourteen months after fracture, sh 


lent union in the X-ray film with no line of fracture visible, but on clinical e» ’ 
extreme dorsiflexion was painful 
In the group of good results, a patient, H. S., aged thirty-one years, 
one-half years’ interval, showed a good clinical result but the X-ray filn 
union without arthritis. A patient, R. L., aged twenty-six years, after a thre 
since fracture showed a good clinical result, but X-ray examination revé 
united fracture with considerable atrophy of fragments. There were tw 
fied as good results in spite of the fact that they had very slight pai 
wrist in a certain fashion; one complained that he felt pain wher 
hands and the other had pain only in pitching a baseball The above-ment 
taken from each of the three end-result groups seem to indicate an oc 
between the end-result clinical and R6ntgen examinations. 
The rarefaction of the scaphoid and other carpal bones following 
be due, in part, to the direct injury, and, in part, to the atrophy of di 


pain on movement or to the splint used in the course of treatment his 
a very live question which is involved in any study such as this, i.e., Is t: 
an example of hypertrophic or atrophic arthritis \ patient, E. F., fell 
fourteen years and sprained his wrist. Nineteen years later, at the 
years, he came to the Dispensary complaining of pain in his wrist. 
showed some limitation of movement in all directions in the wrist wit 


The X-ray examination showed non-union in an old fracture of the 


7 
with hypertrophic osteoarthritis of the distal border of the radius At 
J. G., aged eighteen years, fell two years and seven months befor: j 
transverse fracture in the middle of the scaphoid bone with volar dis 
semilunar. He was operated on five months after the injury and on 
and the semilunar were removed. His last clinical examination (1031! 
of dorsiflexion and of radial and ulnar deviation, with some weakness 
with a complaint of pain in bad weather. R6ntgen examination 
arthritis of the wrist with lipping In these two patients, one sees 
in young adult life of a disease ordinarily found in older individual . 
cases in this series showing signs of arthritis, the findings were tl 
type, t.e., with limitation of motion and rarefaction, loss of sharp bon ; 
absence of lipping in the rOntgen examination, 
One might think of the wrist-joint as being functionally older 
joints in the body for it is nearly always in motion in our wal 
Meyer’ * * has written very interestingly of use degeneration in normal 
This idea of the individuality of joints seems to gain support from studi ; 
Kling® on the Nature and Origin of Synovial Fluid, who wrote: “TI 
the membrane and of the fluid is different in various joints The secretor ' 
best developed in the knee-joint and less well developed in the wrist a1 
The primary response to inflammation and irritation of the knee is, theref 
that of the wrist, infiltration and pannus formation.” 
The treatment of recent cases (two weeks old or less) in tl 
been by a straight volar splint from the base of the fingers to th 
: - 9 ‘ ; 
not less than five weeks and longer if necessary. The splint is 1 
once a week. Berlin’ dissected sixty wrists and thought that 
flexor tendons with the transverse carpal ligament acted as a 
' 
the fragments of the scaphoid in closer apposition in moderat« 
; ; 
and that the attachment of the dorsal carpal ligament to the proxi 
thirds of the dorsal surface of the scaphoid made any other posit } 
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This is readily understood when it is remembered that the axis 


in ulnar and radial deviation is an antero-posterior line through tl 


of the carpus, when the wrist 1s at 180 degrees extension, but whicl 


change to a superior-intferior line through the centre of the « 
rotation possible when the wrist was hyperextended. But this is not 


and if it were, then rotation in the wrist would be possible in thre 


instead of two as it normally is, and the wrist would thereby becom 


enarthrosis with the movement polyaxial. This may be check: 


cadaver by taking the forearm, disarticulated at the elbow, with 1 


fixed in radial or ulnar deviation, and gradually bringing the proxin 


of the specimen up from a position of 180 degrees extension int 
extension. While using all possible force to press down on the 
end of the radius and, at the same time, attempting to hold it ove: 
ulnar or radial deviation, it will be found that the radius is rot 


distally, in the radiocarpal articulation, out of deviation into the mid 


Again, with the forearm disarticulated at the elbow, the body weight 


investigator was thrown forcefully against the proximal end of the 
with the hand fixed in radial deviation and as much extension as the 
would allow. The result was a fracture of the radial styloid 

In the disarticulated specimen of the wrist-joint, it is apparent 
articulating surface of the joint is longer than it is wide; that it is 1 
in any other position except the one; and that in hyperextension 
in this position by the overhanging anterior lip of the articular surt 
radius. Furthermore, the flexor carpi ulnaris and the flexor cary 
when put under extreme tension, as in hyperextension, serve as 
check movement in this joint. 


In the dissected specimen of the wrist with only the intercarpal 


intact, it will be found that the bones of the proximal row of the carpu 


an arch which is curved in two directions. It is convex on its 
dorsal surfaces, respectively, and concave on its midearpal and 
faces, respectively. It is noteworthy that the scaphoid bone compris 
one-half of this arch of proximal bones and that the radial sid 
is not segmented as it is on the ulnar side, where the osseous elet 
divided into two separate bones (semilunar and triangular). The 


is narrowed at its middle, and on the dorsal surface across its 


is attached the dorsal carpal ligament, through which small blood 
enter the bone. At either extremity the arch rests on the multangul 


on the hamate, and is supported in its middie by the head of th 


The distal row of bones are firmly bound to each other and to th 


ends of the metacarpals, and except in the case of the first metacary 


be considered as a unit for there is scarcely any movement betwee: 


Their ligaments are very strong and dense. Force transmitted 
distal row of carpal bones, where most of the force from a fall o1 
probably originates, reaches the scaphoid by three routes ; 
capitate, which fixes the scaphoid against the articular surface of the 
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multangular on the radial side, acting as suspension towers whi 


the arch of the carpus. The transverse carpal ligament prevents 
ency to spread apart of the extremities of the arch when pressure 
to its convexity. 

When one falls on his hand, the semilunar is pushed straight 
sometimes slipping out into volar dislocation, while the triangul 
scaphoid are forced lateralward. The middle of the scaphoid-: is tl 
point in this arch of the proximal bones for three reasons; first, 
nest in its middle; secondly, the cortex, which is the only hard | 
in any of the carpals (the interior being cancellous), is pertorat 
vessels in this area; and thirdly, the scaphoid is the largest and 


in the proximal row, and is not segmented, and therefore is less 


the osseous elements on the ulnar side of the wrist to withstand a 
force. The proximal end of the scaphoid is held against the 

face of the radius by the capitate. The transverse carpal ligament 
attachment to the distal end of the scaphoid and to the greater n 


to which the scaphoid is also attached, resists this lateral expat 
carpus and fracture in the middle of the bone is the result 

Due to its position, injury to the tendon and its sheath of the 
radialis where it passes over the tuberosity of the scaphoid may 
some of the pain in these wrists, where the X-ray examinat! 


and where the clinical examination is otherwise negative 
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RECONSTRUCTIVE OPERATION FOR NON-REDUCTBI 
FRACTURES OF THE HEAD OF THE HUMERUS 
By LAURENCE JoNgEs, M.D 


KANSAS Ciry, M 
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type. One quotation from Albee*® should be noted: “From the stand-point of 
definitive treatment such cases have been regarded as quite hopeless he 
arm 1s merely a cumbersome appendage which might, occasionally, be swut 
laboriously from one side to the other in the performance of simpk 


acts, but which, from a practical stand-point, is useless.”’ 
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Fic. 2 Demonstrating ter ns f the four rotators and preparat 
transplantation 
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Fi Fic. 4 
Fic. 3 Diagrammati tratic of reshaped head and tendinous 
Fic. 4 Diagram illustrating the applicatior f the fascial flap and the completed 


Murphy,* in several cases, removed the fractured head, reshaped 
then drove a nail at an angle through the shaft into the head. He accompanie 
this by a fat or fascial transplant. 

Present-day treatment has been limited to resection of the head 
throdesis. Where fusion of the humerus to the glenoid is performed, scapu 
lar motion sometimes compensates very well for the lost shoulder-joint 
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To secure the closest resemblance to the normal anatomical posit 
drill holes should be made, one antero-posteriorly, the other laterall 


\ 


The short rotators attached to the head: namely, the supraspi 


subscapularis, the infraspinatus, and the teres minor, are cut cl 


Os¢€ 








Fic. 6.—A—Showing ful tion possible. B 
points of insertion, and figure-of-eight silk sutures fixed in the en 


tendon. The head now being resected, the shaft of the humerus 


through the incision by the operative assistant. The rough suri 
rounded off with a rongeur, bone-cutting forceps, file, efc., and the 


1¢ ter 


transplant applied over the end with a purse-string suture. TT 
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then drawn into the grooves, and the sutures tied to each ot 


might seem that there would be cont ert 
actually there is non s the tendon ot the subs i\pulal natu! 
anterior opening, the supraspinatus into the lateral. and thos 


tus and teres mil ] to the posteriot1 lhe {vill S perrormes 


that the upper « f the reshaped shaft fits snugly into the 

, rious | ’ } | ] ] 

Che Various lays the wound re ciosed in the iSsual n r 
Uhe experience tne resent reporter, wu ‘ the 7 

tions are base¢ vs 


Bec i lett ' ‘ 

diag? ( 

mani] : i \ 

the defor : ( { 
Iracturt it the su ech wit i 





ot the left ild tty-« t rly 1 

pain and slightly e curve the lett shoulde is flattened 
the right, and hi i inmable to move the arm at the s ilder-joint \ 
demonstrated a com: ited tracture f the upper end of the left humeru 
of the head and e greater tub t minutes 


oxvgen nest he " duct " ttempted \ 1 ter band 
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chest, in which was incorporated a metal device for extension of the ar 


abduction. 


The laboratory reported strongly positive Wassermann, and the follow! 
count: Hemoglobin, 70 per cent.; red blood-cells, 3,530,000; white blood 
He was placed immediately on iodides, and bi-weekly intramuscular injec 
cubic centimetre of bismuth subsalicylate 
Other attempts at reduction, 


in splint position, were ineffectual 
to control his tues, so November 14, 1930, 


both by manipulation, increasing tractio1 


His general condition had improved, 


received enough therapy operatic 
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FIGs. 9 AND t¢ illustrating t f insert t short rotat Aft ( 
formed. T he post-operative course was somewhat stormy His seconda 


it SO per 


November 25, in a haemoglobin « 


became grave, finally resulting, 
citrated blood transfusion 


blood-cell count of 2,790,000 An indirect 
anti-luetic therapy previously mentioned wa 


ot soo 
metres was given, and the same 
His condition rapidly improved, and he was discharged from the hospital Ja 
abduct the arm to an angle of 5 and cart 


At the present time, he ca 


weight of 10 pounds at that angle Rotation is limited to one-half the ma 
motion. He has returned to work 
Case III February 20, 1932, a housewife, aged sixty-one, fell striking 


directly on the pavement. Following the accident, she was unable to uss 
complete transverse fracture at the anatomical m 


rontgenogram showed a 


TT 


anteriorly and below the sub-coracoid p 


humerus, with the head lying oce 
LD i ‘ 








RACTURE OF HEAD OF HUMERUS 


was comminution of the upper tragment ihe patient wa nsiderably 
her physical condition did not admit operation until Mars sth, when the 


dure was performed 


Four months atte peration the patient can abduct t hity degree 
the normal rotatory range and can carry a ten pound sand-bag witl ea é 


fc ty degrees 





| ( Post x II. Pos X 
Discussion.—lt the results of this operation are considered as experi 
ments in muscle physiology, they prove one point to my entire satisfactio1 


1 


Up to this point, these transplanted muscles have been referred to as the 
short rotators as that is their accepted name | do not believe that is their 
major tunction Kather are they suspensory muscles, whose chief 


it is. with the arm abducted, to hold the head of the humerus firmly against 





the glenoid, where the more powerful flexors and extensors, such as the 
pectoralis major, latissimus dorsi, etc., can exert their full force on a firm 
base Che usual anatomical plates and descriptions give us an error 
impression 

In some no mention whatsoever is made of the relationship of the tendons 


to the capsule In others, the description of the insertion is accompanied by 
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such phrases as “fibers are intimately adherent to the capsule” o1 r 
flected to the capsule.” In Cunningham, Morris and Piersol, the 
scribed as if they had a double insertion. For example, “The subs 


inserts (1) into the small tuberosity of the humerus (2) the fr t the 





capsule of the shoulder joint.” \ctually, the tendons of these fou 
are inserted into the capsule about one-half inch from the final 
tion and fusing with the capsule, are then inserted into the semicit 


ing from the anterior edge of the lesser tuberosity to the posterior 





Fr rf Case ITT.) Post-operative X-ray in abd 


greater tuberosity. They cannot be dissected free from the 
are a part of it. 

Doctor Codman once expressed this aptly by saying — Che mu 
shoulder-joint are the capsule.” Against the fact that rotation i major 
component of their action is first, their insertion into the extrem: 
the humerus and secondly, the diffuse manner by which they inert into the 


capsule. An argument for their basic Suspensory action is the fact that 
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ELEPHANTIASIS NOSTRA* 
By Grorce P. Mututer, M.D., ann Criaus G. Jorpan., 


or Puttapeventia, Pa 


FROM SION OF THE NIVERSITY HOS! 


ILEPHANTIASIS, called Herculasian disease by the ancient 
always been a very spectacular affection. Up until the \ 
l 


Virchow! tells us, it was often confused with leprosy due to its 


certain phases with the tissue hypertrophy of lepra. Just as 


elephantiasis was banished from sox lety by certain ancient 


t peo] 
him to be a leper, so did certain African tribes make saints out 
tims of this disease because they thought it a special favor of the 


a much enlarged scrotum or leg ven today in more ci 


we often see an elephant man exhibited in a circus o1 


l'rederick Treves? has written a vivid and sad storv of an elep! 


Up to the beginning ot this century elephantiasis Was a rn 


and the only role the surgeon played was to undertake the 


amputating the affected part when it t 
owner. With the rapid rise of surgery this di has 
attention and many different operations have been devised 


For the proper understanding of the treatment one must 


nature and cause of this diseas« \s we will see subsequent] 
one elephantiasis but there are innumerable causes for it. | 
a chronic inflammatory fibromatosis of the dermal and hvpo 


either preceded or accompanied by venous and lymphati 


venous and lymphatic stasis will not produce true elephanti 
be a second element which is the infection In the past tw 
has been much controversy as to the rdle lymphatic obstructior 
play as etiological factors VI itas” beheves both are ot equ 


Unnat and Saboroud® believe that infection alone by the strept 


produce elephantiasis. Kuntzen,® who writes from Payre’ 


that lymphatic obstruction plays the major role, the erysipeloid 


infection being secondary and acting only to intensify the 
clisease. 
According to the numerous causes we could classify this 


varieties. In order to avoid confusion, however. we can distingui 


the elephantiasis which is caused by the filaria and that whic! 


the true filarial elephantiasis the lymph channels are obstructed 


sites, thus producing fertile soil for the invasion of the streptoco 


now generally recognized that the tropical elephantiasis 


a 


Read before the Philadelphia Academy of Surgery. April 4, 1932 
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not disappear entirely. After about a year or a few months seldon 
than every month the attack will recur and the swelling subsides 


1 


time. The dermal and hypodermal tissues will hypertrophy and _ the 
lying soft tissues will unite with the skin to form one brawny hard 
and the typical elephantoid proportions will develop. The whol 
extends over a period Ot years and once the ery sipeloid habit is dey 
will not stop until the elephantiasis is fully developed here 
cases where the constitutional symptoms are lacking, but when thes 
are carefully questioned they always remember their attacks of re 
swelling. Ina fully grown elephantiasis one observes a pillar-like 
or a scrotum as big as a head he skin is hard, does not fold or 
shows certain trophic disturbances such as nail changes, hyperkerat 
scaling. Occasionally there will be ulcerations with considerable 


age. The microscopical picture shows a typical hypertrophy 


and subcutaneous tissue with an increase in the collagen bundles 
fascia is often very much thickened. The vessel walls are hypertt 
show considerable perivascular round-cell infiltration. The 
themselves do not show much change. Interesting and of great i 


for the success of the surgical treatment is the fact that the tissu 
and sclerosis stops with the deep fascia lhe disease involve 
structures of the superficial venous and lymphatic system 

The diagnosis of elephantiasis is rather simple. It is easily 
from leprosy because the latter is a systemic disease of slow pt 
long standing. Recently, Reichert,” of San Francisco, and Golde: 
Rico, have taken soft-tissue X-rays and they find a very marked 
beculation of the soft parts and in the case of filarial elephantiasi 
the calcified filaria. 

The treatment of this disease should be both medical and 
each one of them alone does not produce very permanent r 


medical treatment consists of: 


1 


(a) Baking and massage usually pre- and post-operative 
(b) Elevation of limb (usually pre- and post-operativel) 
(c) Compression of limb by elastic bandages. 

(d) Injection streptococcus polyvalent serum 

(e) Vaccine therapy 

(f) Fibrolysin. 


] 


(g) Foreign-protein therapy (typhoid, aolin, and whole blood 


There are several cases reported in the literature, especl 
recent times, which have been treated very successfully wit] 
anti-streptococcus serum alone and it is worth while to employ this 
in every case possible \ recent case in our own series has 
This medical treatment, if it can stop the acute attacks, might b 


In more advanced cases, however. if once the elephantiasis proper 





veloped, medical treatment is of importance only so far as it helps 
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ment especially. He advises long-continued bed rest, often as lor 
to five weeks, with bandaging and elevation of the limb in orde1 
it as much as possible. The smaller the leg at the time of oper 
more tissue can be removed and the better the result. He also lays 
upon the tact that as much as possible of the skin should be r 
order to have a sufficient pressure of the skin upon the under! 
Payre, and his co-worker, Kuntzen, take great care in preparit 
of the affected limb, cleaning it every day and applying steril 
for almost a week preceding operation. Sistrunk and Auchi 
New York, have independently advocated the correction of the 
and the removal of as much as possible of the diseased tissues as o1 
important features of a modified Kondoleon operation 

The actual technic of the operation consists of an elliptica 
the skin, removing all excess skin; reflection of skin flap at least 
metres laterally and then removing a large section of subcutan 
and deep fascia; exposing the muscle and bringing it into dir 
with the skin. 


If we now review critically the results of the surgical treatment 


that the splendid improvement which the originators of this oper 
hoped to obtain has not been fulfilled. Kondoleon, who reviewed 
cases, in 1924, stated that some of them were improved for as lo 


years and then there was a recurrence of attacks. He states, how: 


atter the operation in spite of the attacks the limb or scrotum alv 
to normal size again, and he believes this to be definite proof of 
lishment of new lymph-channels by the operation. Summari 
perience with the operation, he believes there is definite improver 


operation but not a “‘restitutio ad integrum.” Again, Kuntzen, it 

twenty-two cases, shows that their immediate results were very 

that the permanent results are not so encouraging. Out of sixteet 
the lower extremity, two were completely cured; six were mucl 

four very little improved and three were not improved at all 


showing the largest improvement were cases of secondary elepl 





long standing. The results of the radical operation for elephant 


the scrotum and penis have been better. Sistrunk, after ten y 
perience, feels that the operation has definite value. Auchincloss, 


] 1 


Rico, has had the same good immediate results, but he also has 


recurrences. The great factor in recurrence is the reappearance 


sipeloid attack. 


CASE Reports.—Case I.—Mrs. M. L., aged fifty-three years, whit 


September 12, 1930, to Doctor Muller’s service, Misericordia Hospital 


1 


swelling of right leg. Eighteen years ago, when three months pregnant, the 
a generalized swelling of right foot and leg. This swelling would pit 
swelling persisted during the remainder of the pregnancy but did not be 
rest after parturition improved the leg, but getting up produced the sam 


spite of all palliative treatment, during the last eighteen years, the size of tl 
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She is again able to do her housework and can walk. She still has a small ¢ 


area over her external malleolus, but this is healing steadily. For tl 
it is also necessary that she still wears an elastic bandage on her right leg. S 
had any erysipeloid attacks during the last ten years 

Case II.—W. S., boy, aged thirteen years. First admission, September 
Doctor Muller's service, University Hospital. Recurrent paintul swellings 
Without previous disease or ill health the boy's legs became paintul and sw 
year before first admission. The condition lasted only for a few weeks. i 


but remained for about two months in the lett leg The painful swelli 








} 
Fic. 3 (Case II.) Elephantiasis nostra of left leg before Fic. 4 I 

and fever returned about every three to four months in the left leg. In th 
otherwise good health, the left leg remained, however, somewhat swollen but 
large as during acute attacks. On September 25, the patient had another att 
began with chills and fever and was followed about eight hours later b 
swelling and severe pain. This pain and redness started at the internal n 
ascended up the leg as high as the iliac crest. There were no history of tra 
hereditary factor present. Patient had scarlet fever in June, 1928 Tor 
removed several years previous. Physical examination was negative except t 
foot and leg were swollen considerably. The skin of the foot and ankle w 
coarse and scaling with a tendency to eczema and ulceration The foot 
not tender. A diagnosis of elephantiasis nostra due to repeated attacks of lyr 
was made. Pre-operative treatment was started and with the leg elevated t 
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i decreased considerably he picture shown (Fig. 3) was not ta 
admission. Kondoleon operation October 16, 193 a oF 
decidedly bony feel "he boy’s wound healed perfectly a € wa 
ber 10 In December 1930, the patient returned for 1 eX d-stage K 
tion. (Fig 1.) Che swelling at this time was mu ( Heel 
April, 1931, there was still slight swelling over t external malle 
was going to schoc is still wearing an ace bandag: Har t 
operation. 1 June 11, 1931, he woke up with a sudd i the right 
by a chill and swelling of his right foot this tim ( 
four days He was admitted with a ten perature ol ( 
nosed as erysipelas by the receiving ward intern wil 


The left leg at this time was perfect \bout the right knee thers 


simulating erysipelas and the entire leg was very mu voller 





applied and arcase dressings Phe temperature roppe the ext di i 1 
progressively smaller, the redness disappeared. but tl inguinal Ivn , 
| py l, it t guimal lyr 
large and tence r, al d he de vel 1 d subseq rent] i il ess n his neg 
was incised and draine A non-hemolyti cus Was 1 
Vaccine was prepare | Phe patient was clisc irged 11 ind vaccine tre 
started His right leg has been free of attacks of swe ling since thet He t 
the follow up clinic March 10, 1932, and he reported another acute atta 
redness in his left 1 vhich, however, subsided in twent ur hours | 
| this time were still s mewhat swollen but his legs had never reached tl] ‘ 
phantoid proportions He is still wearing an ace bandage, and he is s 
vaccine treatment In his case the erysipeloid attacks might prev 


good ré sult 
CASE III Man, colored, aged fifty-on ears irst admitted M 
Doctor Muller’s service. University Hospital 


treated for lichenplanus in his inguinal and perineal regiot During thi 
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ot his si un He also had a strongly positive \ 


was diagnosed as elephantiasis nostra by the dermatology department 


nation revealed a scrotum the s of a mans head (Fig. 5) with tl 
buried in the scrotun Operation May 21, 1931, lateral elliptical inci 
almost the entire scrotun he testicles were replaced in a small 
valescence normal. Culture showed a none-hemolytic staphylococci 
Patient was seen in follow-up April, 1932, and his scrotum was 
was of normal proportions Kig. 6.) He had not had any attacl 
and he was again able t ave intercourse, which had _ bee 
betore operation 

Case [\ Male, white, aged forty-eight years. First admitt 


Doctor Muller’s service, University Hospital. He wi 
Four years before admission he was operated upon for bilater: 


months later the patient noted the swelling in the left side of tl 


Physical examination showed poor teeth and tonsils: there was « 
swelling and the scrotum was as large as a cocoanut he sl 
reddened, thick. scaly ind hoes the lett side oft the s« rotum w " 
side The penis 1s ver swolle secause of recent flare up of ret 
peration was postponed Phe nosis was elephantiasis nostra 
bilateral hernia operatiol The patient gave a definite histor 
associated with the scrotal swellu February I9, 1931, operati 
sisting of excision of scrotun bilater il bottle operation tor ! dr r 
the penis. The hydrocele operation was not performed for hydrocel 
later formation of hydrocel Lateral incisions were made from th 
tion of the scrotum down to the postero-lateral portion, the direct! 
governed by the extent of diseased tissues Lateral flaps « 
secured and the entire scrotut vas excised: the testicles then , 
completely isolated: the tuni vaginalis of each testis was opened 
vent formation of a traumatic hydrocel A diamond-shaped pi 
cutaneous tissue was then removed trom the posterior part of t 
flaps of normal skin were the iped into the new scrotun ‘ 
tion was uneventtul \ cult rom the scrotum showed het t 
albus of auranticus typ da ne-hemolytic § s 

rare organisms, and are f great interest [he pathological sect 
cedema of the scrotum and penile tissues with localized areas rot 


The patient was seen in follow-up clinic March 10, 1932. His ser 


He still has occasional attacks of tever chills. swelitt g and redne 
the swelling always returns to its normal size very soon and the atta 
Case \ Male, white iged torty-seven years Admitted N 

Doctor Muller’s service, Universit Hospital, with a fracture of the 
tions of the forehead, right knee and left ankle ifter being strucl 

ad a possible skull fracture d an imtra-abdominal or retroperit 

was put into the Russel traction apparatus and after a tair reduct 
further attempts were mad n account of his serious condition 1) 
weeks he was very sick and several times it seemed necessary to ope 
was In apparent good health again one month atter the accident, but at 
revealed non-union of his fracture. Open reduction with plating 
ber 8, 1931, and a body plaster case was applied. Immediately atte1 
here was only a slight flare-uy f temperature and some abdon 
December 18, 1931, he developed a fever of 104°, his lett leg, the right I 
became red and swollen, he was very sick with chills and vomiting lr) 
removed and the patient was placed in the Russell's apparatus agai 


porary improvement following the removal of his case and then his t 


to mount again and his leucocytes rose t6° 26,000. On December 27, | 
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the treatment of intracapsular fractures of the neck of the femut 
been done recently in an excellent article by Gill.' His conclusi 
ble for their frankness, and will convince anyone that ther: 
for improvement. 


The excellence of th results recently reported by SI 





through the use of the three-flanged nail has revived interest 
mechanical internal fixation in such fractures. 

Experience with the method will determine whether sucl 
used in fresh fractures, or when non-union has occurred. I: 
held will be greatly broadened to include the numerous 
risks having this type of fracture, if fixation can be perform: 


H%X%Q 


“aod 








INTRACAPSULAR | CK OF FEMUR 
ing the hip-joint his work was undertaken somewhat less tl 
such a method could | 


L be devised 
\t the outset 


to determine 11 


it was determined that the mec hanical device 


used 
tion of the fragments must meet 


o certain requirements. These were, first 
ease and accuracy ot introduction; second, secure fixation: third 


lL, SI 5 ( 
fourth, adjustable length to meet variations in femora: fifth. ease in 
\\ e believe we have met these in the apphance about to be describe 

An entirely new type of screw was designed. Rustless iron* was th 











material chose1 t can be accurately machined, highly polished, and it has 
been shown by Zierold* and Henry* to be less irritating in bone than other 
* Free ( ‘ ess li No. 2 
Per c¢ T PP T T 
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materials. Only the briefest attempt will be made to describe the 


the instruments used as the illustrations will do this far better. 


The screw consists of two parts, a proximal one for the femoral head 


r the trochanter. The proximal portion has likew! 


The head is burr-shaped, is regularly threaded, and 


one, or traction-cap It 
a head and a shatt 
erooves cut at a right angle to the threads. It was found that this typ 
easily through bone, making its own receiving grooves in the proces 
threaded to fit the receiving shaft of the traction-cap, and the end 1s squat 
use Ol a socket wrench. 


CwaeT For Correcrion OF Imace DisTorTion 
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Trut Osvect Measurement 
In CENTIMETERS 
| r} measures 31 centimetres along the 
os metres alor After Henry J. Walton, M.D., As 
ind Radium The No. 6, 1 8, June, 1931.) 
The distal portion of the appliance, or traction-cap, has a shaft and 


head is rounded and the face grooved for the use of a screw-drivet 1 
this groove is a hole designed to fit a projecting tip on the screw-driver 
slipping, but in addition has a more important purpose The double-screw 


action at two points, one where the fractured femoral head is fixed 
other at the point where pressure is directed against the cortical bone of the 


by the traction-cap. It is obvious that a screw that is too long could be 
closed before the fragments were locked. In screwing on the traction-caj 
the end of the screw-driver will strike the shaft of the proximal portiot 


before complete closure can be effected. This would give notice to the 
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two-inch trochanteric incision is made, using the gluteal ridg: 


and starting one inch below this point and one-half inch from 





Fic. 6 Curved cassette for lateral réntgenograms of femoral head 
margin of the femur. ‘The first wire, of a length determined by tl 
ments, is drilled in direct transverse plane, and one inch below a second wir 
of correct length is similarly drilled. The part of the wire that was gripp 





Fic. 7 Anteroposterior view immediately follow- Fic. 8.—Anteroposterior view 
ing injury alter t 


by the chock of the drill projects from the bone. At this point anteropostet 
and lateral rontgenograms are made, and if the wires are satistactot 
in both views the next step is ready. If one or both are not so p! it he 
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INTRACAPSULAR FRACTURES NECK OF FEMUR 


wires are used, the first pair giving the proper location for the se th 


first then being withdrawn. For the purpose of prompt identification in th 





lateral view, it might be well to identify one wire with a numeral on thi 
projecting end 


A stumbling block was encountered in the development of a satisfactory 





pper wire n good positior wer wire posterior 


technic for the taking of lateral rontgenograms with the patient on the pelvic 
support of the fracture table \ curved cassette was constructed which 
could be slipped between the upright bar and the patient’s groin. Further 
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Comment Necessarily, a preliminary report is the place 
limited conclusions. \ nie thod has been devised wher by mntracay 


tures of the neck of the femur can be internally and mechani 


and fixed using a closed technic. lhe detailed results of this methe 


ment will be made the subject of a subsequent report 


I wish to make grateful recognition of the untiring assistance ret 
Dr. David S. Dann and Mr. Erich Hanicke Many of the featur: 
appliances are entirely the product of Mr. Hanicke’s ingenuity Phe 


technic was similarly developed by Doctor Dann 
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this method of origin are Heuer,® Ricard,’’ and Sorrell.2 The 


the development of the chest-wall process as the result of lymphati 


from an intrathoracic focus has been ably supported by the writ 


Auchincloss'' and Kaufmann.** They believe that the structur 
the chest-wall act as the distributing foci. Even though no evidet 
apparent at operation Auchincloss feels that the lungs, pleura and n 
lymphatics are “ 
gives the results of his study of specimens removed at operation 


that the lymph-nodes of the intercostal spaces were always involve 


were infected, he believes, as the result of a tuberculous pleurisy but 


give rise to an abscess until the pleural lesion had become heal: 
assumption would account for the healthy appearance of the pleut 
quently observed at operation on these cases. Depending upon thi 
ous structures encountered in the outward spread of the process the 
lesion would be an osteitis, chondritis, or soft tissue abscess 
ander* also believes that most cases spring from infection of th 
lymphatics, especially those of the internal mammary chain 

From a study of the literature and from my own experienc 


seem that there is abundant evidence that the tuberculous proc 


chest-wall may arise either by way of lymphatic extension fron 
thoracic focus, or by way of the blood-stream from a similar 

concept of a true primary lesion rests on the knowledge that no tis 
body is immune to invasion by tubercle bacilli. On the other h 
tically all patients with the local manifestation show evidences 

rently active, or previously active, intrathoracic tuberculosis Phi 
to be true in spite of the reports of Mercadé,'* Gruget,'* and ot! 
contrary. For in none of their cases was Rontgen examination o| 
recorded. And it is only by such investigation that the intrathor 


can be said to be free from tuberculosis. 


For convenience of discussion the process will be considered 


preeminently responsible.” Kaufmann,* in a recent 


the various locations in which it develops. The osseous ribs and ste1 


most frequently attacked, the soft parts less frequently, and the « 
tilage least of all. In the report from the Berck Maritime Hospit 
years 1922 to 1927, there were thirty-one cases of tuberculosis 
ten of the soft parts alone and only four of the costal cartilag 
reporters consider the cartilaginous origin to be rarer than th 
would indicate. 


The Soft Tissues of the Chest-wall.—-Although the soft tissu 


chest-wall are less frequently the site of early involvement than 
cage, they are almost invariably involved by the time that the patient 


himself for treatment, regardless of the site of the origin. The mo 


type of soft tissue abscess arises as a result of aspiration of a tub 


pleural effusion and is an example of local implantation of 01 


Heuer® has reported a case of multiple tuberculous abscesses occurrit 


subcutaneous tissue of a man’s chest, and one may see a superfici 
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or satisfactorily deal with 
excellent and the patient 
The Ribs and Sternu 
common than that of the ¢ 
discussing the pathogenes! 
there was considerable ey 
focus was beneath the rig 
involved in the outward e» 
the other hand, the proc 
hematogenous. He states 
in the medulla of the bone 


tion ot the cancellous bo 
’ 


it if present. ‘The results from 


is spared a long-standing lesion 


luberculosis of the ribs and 


artilage or soft tissue. as has beet 


s ot the chest-wall lesions it w:; 


aence to support the theory tha 


] ] ] 
thoracic cage and that the ribs 


ension of the infection \ccord 


ss in the rib usually starts cent? 


that there is at first a small tocu 


his gradually increases in size, « 


ne and a bone abscess results 


becomes thickened as lo Ss tiv overlying lascla and the S¢ 


cortex are perforated by tl 


produced. Further progr: 


7 ] 
€ expandimye process arr al 


SS may follow two matin lines : 


the other laterally l{ nee is directly outwards th 
soon involved and a sinus forms If the disease progr 


cartilage becomes involved 


ln some cases many ribs are 


resultant abscess is a large one In either case the ski 


aged and following the 
An interesting example 
reported by V. Al y,/4 
site of a large abscess ari 
lying sixth rib. Less freq 


ing to Sorrel and Savas 


ulceration and erosion of tl 


containing small sequestra 


] 


is simply the outward exter 


tissue abscess. Heuet 


periosteal involvement 


When the posterior periost 


usually through the overlyit 


S$10on occurs betwee the « 


the posterior pe riosteum causes necrosis ot the rib but SCI 


observed. It is quite ger 
to involve the pleura is n 

The ribs most frequ 
Dromer,® are the fourth t 


segments are sites of choice 


The sternum is attacked 


occurring in it are similar 


disease but the joints als 


from the sternum is usual] 


separates it from the med 


pearance Of SINUSES SECO! dary 


ot the outward spread of thi 


Y 
vhich the breast of a pregnant we 

e trom a tuberculous osteomy: 
ently, the process begins as a periost 


Dromer,® after destructio1 
e bone take place with the torn 


Pathologica Iracture may occu! 


out the Mmportance ot the 


sion Of the process with the torn 


+} 


he nterior surtace 1s most tre 

eum is the poimt of origin the 
rib. ( ases have been obs rved 

est-wall and the costal pleura Lhe 


rally agreed that inward extet 


ver observed 


I 


a. Se 
ntly involved, according to Si 


» the tenth ; and ot these the late 


in the same way as the ribs 


Not only may the bone itself | 


r¢ 


» may become involved Pertorat 


y prevented by the firm layer 
lastinum, but a few cases have 
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were attacked. And this in spite of the work of Linberg! 
tration of the cartilage with blood-vessels after the tenth vy 
recently the studies of Nikolajew,’®§ and of Leblanc and Sayag 
adequate anatomical foundation for central hematogenous inf 
cartilage. Of the later reports of cases of tuberculous 

ot Benedetti-Valentini*® is the most convincing. In his 
lent photomicrographs of tubercles in the central portior 

are reproduced. 

Whether or not the process is truly a primary one is main 
question for the clinical course is quite constant. Two fort 
recognized, one starting in the perichondrium and the other 
cartilage proper. In the former there is at first a thickenii 


chondrium with the formation of tuberculous granulatio1 


after which destruction of the cartilage ensues. Associated w 
development of a soft-tissue swelling and the typical cold 


The process may remain localized with the formation of 

tendency is for it to spread along the cartilage with involvement 
responding rib, and even extension to other ribs. This tendet 
especially marked when the disease involves one of the lower 


tilages form a continuous bridge. Moschowitz”! said that the 


of a patient with chondritis could be divided into four stag 


first the soft-tissue abscess is treated by incision or is allowe 


leaving a sinus. In the next stage laboratory investigatior 


] 
| 
I 


sinus usually reveals tuberculosis. In the third stage, the stag 


attempts at local eradication of the sinus are made. Finally cor 


of unsuccessful surgery.” when multiple sinuses are present 


; 


excision of tissue is useless unless all of the cartilage in the 


removed from rib to sternum \s was repeatedly observed 


; ; 


was not the specific nature of the infection but rather the ré 
specific tissue that made for chronicity. At secondary operation 
of tuberculosis could be found when all of the diseased cart 
removed at the first, but the remaining end of the cartilage w: 
denuded of its perichondrium and there was chronic chondriti 
ency to chronicity can be best explained by the poor blood supy 


that the arteries are end arteries, and by the delicacy of the pet 


This last point was especially remarked upon by Moschowit: 


the presence of a drain was sufficient to injure this tissue 


The diagnosis of this condition is especially important as 


fused with typhoid chondritis, pyogenic infection, or syphilis l 


examination of the part there is nothing specific. The histo 


stration of the tubercle bacilli in smears or by growth on sp 
media, or by guinea-pig inoculation, and the demonstration of 
elsewhere in the body are the points to be made. 

The treatment of tuberculous chondritis needs great em] 
usually notoriously inadequate. If conservatism is to be practic 
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which gave no evidence of healu All forms of local treatment 
tried without success inall t became evident that the sinus | 
structure, probably the costal cartilag March 1, 1930, under 
thesia the old lesion was ex: and a tocus was found 1n the irtila 
rib about an inch from the sternur his area was excised loca 
with vaseline gauze Sectior re only made from the soft t 
tilage as such was not re ( The path logist Ss report “ 
and subcutaneous tissue s pparent] normal epidermis but + 
marked round-cell infiltratior d dense hvalinized fibrous tissu Q 
is a mass of old granulat t e which shows round cells and 
tration Beneat!] this i l it it ire . % mber of re ? 
with giant cells and epit l ere shi t e\ 
Dia WA) Dube cul 1 I Tissue 
Aga sne returnec t i itoriun iii log mea re 
again applied All of this ti er pulmonary condit vas shov 
had improved to suc] t she was wit t symptoms ( 
at times and a tender t ( 1 tevel 1 ‘ ert It Va ‘ 
only chance tor cure of t t eT ' gic f 4 chest-wall la 
lk wer cartilages his ful > 1G % the sixtl event 
costal cartilages were excise I ul ti t the t le re ( 
ot rib, cartilage ind ‘ d s Sections 
epithelium, but the subcutan tissue was infiltrated with polymor 
and red blood-cells with ma tubercl here was marked 
Sections of the artilage and | ‘ howed 1 . e of tulhy 
and marked chi , t t viant cells 
inflammatiotr t ski t the bcutane t 
osteochondritis 
Phe WW « und at iled 11T e] * lt Sst ¢ 1 el cl] ‘ | ( 
old wound by the end t the cd veel \t t time , 
headaches and venerall ed \fter three d . he he er ( 
irritation with increased s] flu pressure 200 millimetre 
per cubic millimetre but lli could t be den tra 
downhill and ched | | > ¥ ‘ f tw itter ¢ eT 
autopsy was retused 
( j } | S ‘ extraot r, terect f 
disappointing that a f it id not be mad | 
her spontaneous interstit é i have bee discussec 
parent! there Vas rect t betwee ( intrathora t 
ot her chest wall | etr ( t \ uld eem t it she idiat 
costal cartilage trom the he ning and that it Vas erTlooke t t 
The inward extension of ft-tissue tuberculos to the cart 
whe re there has been excisio1 t the process with it dan ive Tf the 
That no damage coulk ( ( ne to the cartilage at the 
patient 1S certall as the re ifined t ‘ ploriy thie 
which was located ' ( art of the sternun The 
would seem to have et é te t , ittempt at closu 
have been better \t the n peratior vhen cartilags “ t 
diseased the radical pt ‘ t at the last operat 
Failure to do so was partl e to the patient’s fear of an op f 
to my own teeling that a | | procedure might suffice The fatal ' 
was probably associated with the eratior She had an advances 
the addition of extensive trauma wa sufficient t cause i flare 
lesion and spread to her meninges, or brair Such a fatal end 
Moschowitz in one of his ca Whether su in Operatior 
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Aspiration of the 
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his chest she 
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the dome ot the swelling 
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its wall an 
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firm dressing 
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ight therapy and have 
ued to improve His wound 


he tollowing April At this tin 


ued to be good. Since then I have 


1S pleurisy the lymphatics becat 
ss until the intrapleural disease 
e site of the aspiration is typ 
as previ usly described Lhe 
circumstances, mixed intecti 
obliterate dead space 


ixi driver of thirty-two yea 


spital, Philadelphia, February, 193 


was noticed that he had an oval 
ts costochondral junction He 


f lack of pain had said notl 


ved a typ il cold abscess 1 

is about two inches in greatest d 

e overlying ski vas normal 

deratel coarse rales atter ¢ 1 

roug the surrounding edg« 
taine¢ oO pus ind no bactet 

~ 1 Hospital February 2 


the tissue removed at operatior 


ulous granulation tissue It « 
rium, or the overlying connect 
car which gives him no troubl 
ealtl has continued to be ¢ ( 
f the abscess in this case was di 


arly stage and most suitable tor « 


took place and the fact that tl 


that the process was completely 
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atient was allowed to return lh 


an inch lateral t it and extend 
scess arising trom tl tissue 1 
ctiol In excising it a small 
he wound wa cleaned and tl 
the cartilage were resected 
then that the process WAS al 
ipproximated as well as the 
vas inserted in the outer ar 
. valescence was uneventt 
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JOHN H. GARLOCK 
factors which are so necessary for the success of the full-tl 


In the neck, the constant motion of the thyroid cartilage in th 


“tl 7 





Fics. 1 and 2.—This boy, eight years of age, was admitted to the N« \ 
after he had sustained severe burt f the legs when an Ind h | 
He was taken to a hospital soo fter the accident. where h 
tractures of both popliteal spaces were llowed to de i 
screamed with pain when dressing vere attempted There was a | 
popliteal space. The knees were flex to a right angle The legs were | 
16, 1929, following the preparation of the granulating areas, a pedi 
posterior aspect of the left thigl the pedicle being situated er the 
scar tissue in the left poplit pace was excised d the , ] it 
flap measured one and a half inches by three and a half inche \ 
extension. The distal one inch of this flap sloughed 





lowing accounts for the reported instances of necrosis of the gr: 
In the axilla, the irregular depth contour of the wound following 
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ULL-THICKNESS SKIN GRAFT 


even pressure difficult In other regions, as th 

ead and face, and parts of the torso, the full-thickness 
th « xcellent chances ot Success, However, thi | 
st field of usefulness in extremity surgery lo cover 


ace, the front of the elbow, the forearm and leg, 


the hand, the surgeon has in the full-thickness graft 





was ivi 
i ied to the defect 
I At this san s 
; ; the right thigl 
i ect the right k 
However, the 1 
A t livided th 
The g t 
the € lea a} 
rical recourse. In addition to supplying adequate tissue, 
lvantage of a one-stage procedure. Even in extremity 


nor limitations to its use must be considered. For instance, 
ift will not unite to bone, unless a layer of periosteum is 
flexor surfaces of the fingers, this form of graft will very 
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often not succeed if placed upon exposed tendons. An intact tend eat] 
is most desirable. 
There are other considerations, more remote in point of development, 
which must also be analyzed before the surgeon makes use of a full-thickness 
graft. These involve future shrinkage, changes in color, the development of 
heavy scars at the edges and the growth of hair. With regard to shrinkag 
it has been my experience that, if the graft “takes” perfectly wit! mini 
mum loss of surface epithelium, the contraction will not be more than would 
follow the healing of a pedunculated flap of similar size. In certain regions, 
allowance must be made for any shrinkage with a view toward future fun 
' 
} 





Fic. 4 One month later, a full-thickness graft taken from the left buttock was 
inner half of the left popliteal space marking the region where the original pedicled 


This graft measured two inches square It was not perforated Xeroform-rubber 

was applied First dressing was done on the twelfth post-operative day The graft 

One month later the granulating area in the right popliteal space was covered with TI ft 
rhe patient was then discharged and returned one year later The photographs 

tracting scar in the right popliteal space and the soft pliable skin in the left poplite 


tion. For instance, when a Wolfe graft is placed on the dorsum of the 
the fingers should be placed in flexion during the period of healing in ordet 
to prevent future loss of function. In certain locations, Blair speaks o! 
doubling back the skin bordering the defect at the time of operation 1 rdet 
to compensate for expected contraction. On the hand, splints used for tw 
or three weeks will help control contraction. 

With regard to late changes in color, numerous interesting observations 
have been made. In true blonds, very little, if any, later pigmentation occurs 
Brunettes show a much. greater tendency to pigmentary changes [his 1s 
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FULL-THICKNESS SKIN GRAFT 


more prone to occur if superficial exfoliation of the uppermost e 
layers takes place A good “take” without this surface blisteri Ws 
grossly very little change from the normal skin texture of the origi 


Finally, full-thickness grafts have a tendency to 


of the graft 
“shiny” appearance, which must be considered when using the 1 
face defects. 

Not infrequently, a heavy scar will develop along the edges o 





I I 

ij \ take f low egior t 
five inches, was é ght ite | ex { the tr ting \ 
tion of the af \ f intme: 1 bhe ge es g y 
tiny sloug! ir th ¢ 

Fic. ¢ This ind t the fi result Che hotograph was taken twe 
last operatior The k each popliteal sj it ¢ 8 
normal tunct ni the Krie nts 


is remote 


This may occur after a perfect “take.” It is difficult to explain tl 
development, unless the reason may be the indefinite one that causes som 
individuals to form keloids after simple incisions. Needless to say, one can 
not foretell this eventuality. 


I have noted, in almost every instance, that, three or four mo 
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a thin layer of fatty tissue is deposited beneath the graft, 
depressed area fills up and rises to the level of the surroundit 


the full-thickness graft possesses another important advai 


as the majority of hair follicles in a successful “take” 
surgeon must choose non-hair-bearing skin, unless hair is 
important. 

The most recent study of the histology of skin grafts is by H 
monograph, “Transplantation of Tissues.” I believe that a cl 


healing processes and tissue changes is so important that 


ings is indicated. Within five or six hours after transplantatio: 





Fic. 7.—This patient caught his left hand 





in a machine on September 
injury in the palm. He was taken t hospital where an operation was 
The wound became infected, necessitating two subsequent « . ti lr 
weeks. The patient presented il rregi lar contracting scar 11 the In 
from the base of the ring finger to the base of the thumb. pulling the tl ! 
was bony ankylosis of the proximal interphalangeal joint of the 
fracture. The ring finger was held in partial flexion at there w 
flexion in the middle and ring fingers On July 1930, the tire s« 
excised. Extensive s« tissue binding the srious fie t s toget 
completely removed A sleeve of parotenon fat taken f1 the ly 
around the flexor profundus tendons of the ring and middle fingers | 
with a free full-thickness skin graft taken from the anterior chest-w I 
specially prepared aluminum splint with the fingers in extension 1 wi 
perforated Xeroform ointment-rubber sponge dressit was applic rl 
the eleventh post-operative day A small area of necrosis developed in t 
pictures the result after tw year nd illustrates the thick periphes 


formation at the point of necr 


of fibrin from the underlying wound fixing the transplant in place 


soon becomes infiltrated with leucocytes and fibroblasts and disappears 


replaced by a richly vascular connective tissue containing round cell 


tissue has changed into an organized membrane at about 


stices of the graft and are also found in the lumina of its empty blood 


of the vessels in the transplant degenerate. By injection experiment 
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a brief sut 


two weel 
hours after the grafting operation, leucocytes of the fibrin layer migrate 


will 


1 


ve 
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| 
icinats e thickness graft aft ty-eight t 
scaril ( | built ¢ els I 
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latter hist cal { evidence in f { f suturing full-tl 
some tel ke en th t en i d-vessel 
1 | 
channels 
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| F 
he ; 
was pl X ¢ 
) hee 
Blair’s ~ er d t s Ss I cl degener 
epitheliu im as lly describe 
] l 2 aroahah!] — ‘ an tiahal ‘ Pee 
Lech ODaDIy Wiser TO Completely excise a Cicatrix 


ai a ' : — , 
make relaxing incisions only Naturally, if the area produced by tota 


excision of the cicatrix were to be too extensive, such a procedure would not 
be feasible in extremity surgery, the use of an Esmarch bandag 
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Fic 10 71 his patient rece ed i severe 
it was caught in a silk machine I 
Five months after the injury exar 





proximal phalanx of the ring finger, producing a contracture of the entire p 
together toward the middle of the paln X-ray revealed a healed fracture of th 
the little finger united in poor positior Che photographs indicate the extent of function be 








Fic. 11 On March 24 )3 the entire scar was excised, thus permitting com] t 

the fingers The defect measured five by three inches A free full-thickness ski: 
the chest-wall was applied The graft was not perforated The hand was | c 

pared aluminum splint with the fingers extended and widely abducted Xerof 

sponge dressing The graft ‘“‘took’’ ¢ pletely The first dressing was done on t 
operative day The splint was worn for three weeks The photographs indicate tl 
the outer distal aspect of the pal: In addition, the deep pigmentation is note 
expected because the patient is ver rk complexioned, rhe improvement in f t 





LL-THICKNESS SKIN GRAI 


added advantage, because it permits of more rapid excision of th 


and diminishes, to a large extent, tissue trauma \fter excision of thi 





machine l ‘ 
develope ~ 
the Esmarch bandage is removed and bleeding is controlled. The capillary 


bleeding that always occurs can usually be controlled by having an assistant 


apply firm, even pressure with warm sponges while the surgeon removes the 





Fre On Oet the entire sca was exciss Ss tissue was exter ng 
into the | t ndu the : wit nerve towethe ' nning nt the LS S the 1 
eminence The defect { kit { ke f hest 
wall Phe har “ ' n aluminut Ss] t with the fingers wide lu nde 
Xerofort tt nt r t ess \ ef ! pert ext trot es 1 
the entire 5 t t } ‘ 1 Th rh re I | t r et < 
and the pec ir mottle mentat tient wl ! ¢ k sk ed 


oraft from the donot site. Refore the eratt 


S applied, the wound should 
be absolutely dry his is probably the most important feature of the opera 
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tive technic. In securing bleeding points, triple-zero plain cat 


j 


Fear of possible harm to the graft by burying many tiny knot 
the wound bed should not deter the surgeon from obtaining absolut 
sis. I have not seen any complications which could be asct 
practice. 

It is advisable to undermine the edges of the wound to 
order to obtain more accurate edge-to-edge app sition, Chis 1 
helps to diminish future contraction of the graft and probabl: 
likelihood of a heavy peripheral scar. 

\ pattern accurately reproducing the size and shape of the w 


made. Numerous methods have been proposed to expedite thi 





uses tinfoil. Others use rubber dam. For the past three or four 





Fic. 14 This child, twe ears of age, burned his left hand whet 

burned area healed producing ndactylism between the thumb a 

of the first web and part of the web between the index and middle fingers I 
thus freeing the webs between the ir ed fingers The hand was ther é 
aluminum splint with the finger widely abducted A non-perforated free 
taken from the left thigh was | é nto the defect and xeroform 

applied. The first dressing wa ne the eleventh post-operati y 

The splint was worn tor tw t f weeks The pigmentation indi te 





artetact. The grafted area is y stinguishable from the surrou 
of the photographs 


have been using stiff paraffin mesh gauze with the idea that the 

in the gauze aided the surgeon in visualizing more clearly th 
wound while cutting the pattern. In the December, 1931, 

Archives of Surgery, Davis and Kitlowski described another n 
makes use of perforated cellosilk and brilliant green dye to out! 
of the pattern. The skin from which the graft is to be obtain 
with 3% per cent. iodine and is washed off with alcohol. Th 


laid on the skin, epithelial surface up, and the outline is 1 


marked out with the point of a toothpick dipped in methylen 
liant green solution. Using a very sharp small knife, the painted 
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then incised down through the full thickness of the skin. Beli 


form of trauma, however slight, will lessen the chances for 





“take,” a technic | ween developed which permits of no grasping of thi 
graft by any instrument \lthough this is rather tedious, the results have 
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justified this feature 


\ tiny hook is made to catch one c 
and, with this as a tractor, the cutting of the graft is initiate 
proceeds, additional hooks may be pl 
operation. The undersurface of 


the skin should be tre 


I Accordi l ‘ these scars vere excised ‘ 
Free fi thickne skin g@ fts tal f the front f ti ‘ 

fingers were placed n ¢ P 1 { 

applied. The ‘ q ; 
The fingers were mit } } . k —_ 

tion in tier whe 

white and stippled with tiny depressions \fter its reni 
held by one or two hooks, is placed raw surface downy 


moist gauze pad \ll tl 


\ 


precautions are taken because | 
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hzemostasis, perforation of the graft is often unnecessary. [1 
scars developed at the sites of perforation. However, shoul 
be unable to obtain complete hemostasis, perforation would b 
order to prevent the formation of blood-clots beneath the g1 
complication is one of the most common causes of necrosis 

Using fine horsehair on fine skin needles, the surgeon places 
at cardinal points to anchor the graft in place. The remai 
approximated with a continuous stitch of horsehair \ccur 
of the skin edges is important. It makes for a neater scat 
source of blood supply during the first eight or ten days. Th 
is then covered with three thicknesses of gauze impregnate 
cent. xeroform ointment Blair recommends the use of 
because it is supposed to be antagonistic to staphylococci whi 
in skin and skin grafts. This is covered with several thickness 
gauze. Over this is placed a large moistened rubber bath spor 
bandage is then firmly applied. Considerable skill is requir 
the proper amount of pressure. If the pressure is too great 
death of the graft will result. If the pressure is insufficient, 
form, jeopardizing the graft. On numerous occasions, | have u 
sponge, as recommended by Blair. However, the results in the 
not nearly as satisfactory as with the rubber sponge. Perhay 
this difference is the fact that the rubber sponge possesses 
resiliency and maintains this quality for a longer period 
than the sea sponge. This difference has become so evident 
given up the use of the sea sponge. It is important, when ust: 
sponge, not to apply a very voluminous dressing for feat 
grafted region air-tight. If air is excluded, maceration of tl 
take place. 

Absolute fixation of the grafted area during the period of he 
desirable, especially in extremity surgery. Extended uss 
immobilize contiguous joints greatly increases the likelihood 
“take.” In covering defects on the hand and fingers, fixation 


by the use of splints made specially for each individual cas 
\ | | ; 


easily cut out according to pattern from rigid sheet alumi 
sterilized and applied at the operating table. They should b 
least three weeks. 

The resulting wound following excision of the skin graft 1 
by undermining the edges and approximating them with silkwort 
If tension is present, necrosis of the edges may be avoided by 
ous small releasing incisions in the skin surrounding the sutu 
This procedure has proven most valuable. If the defect is 
may be partially closed and the remainder is then covered 
grafts. 

If the surgeon is satisfied with the asepsis of the operation 
of bleeding and the fixation of the grafted area, he need not 
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TRANSACTIONS 
NEW YORK SURGICAL SOCIETY 
STATED MEETING HELD APRIL 27, 1932 
The President, Dr. Joun Dovuauas, in the Chair 
FRACTURE OF THE SURGICAL NECK OF THE H 


Dr. RALPH COLP presented a woman, forty years of ag 
Beekman Street Hospital, November 7, 1930. _ 

On the day of admission, the patient, an obese woman 
slipped and fell down ten steps, striking her right arm agai 
lowing the accident, she was unable to move her right arm 
excruciating pain around the region of the shoulder. Whe 
hospital, crepitus and a false point of motion of the upper extret 
right humerus in the region of the surgical neck were « 

X-ray revealed a fracture through the surgical neck wit! 


licites 
over-riding. (Fig. 1.) ‘The arm was immediately put up in 
pounds of weight. Check-up examination three days later rev 
markedly rotated so that it was necessary to change the axis 
good 30 above a right angle lhe direction of the pull was chal 
spond with this and twenty-five pounds were applied for four | 


The following day, the check-up X-ray was still unsatisfa 
tion of the pull was changed to one of extreme abduction wit! 
This resulted in no change. One week after admission. an attempt 
under anzsthesia to reduce the fracture with fluoroscopical 
change could be made in the position of the fragments. Nover 
open operation under general anesthesia was done [ncisiot 
deltoid and the pectoralis revealed the upper fragment, whicl 
the head and small part of the neck, rotated upward, forward 
The distal fragment was drawn up and pulled alongside of it 
lateral in position. No callus was visible. The fragments wer: 
manipulation and jammed one into the other and a three-incl 
was driven from the distal fragment into the proximal one fir 
the two. The arm was placed in abduction and external rotation, 
spica was applied. Check-up X-ray after operation showed e> 
(Fig. 2.) 

Forty-six days after operation, X-ray showed callus about 
No evidence of reaction about the nail. The plaster was then ret 
clinical union was present. The arm was put up in tractior 
for four days. Ten days later, she complained of discomfort 
hand with swelling of the entire extremity and limitation of th 
the fingers. The condition suggested an acute arthritic proc 
abduction of the arm was limited to 45°, external rotation was 
internal rotation limited to 50 Two weeks later, however, the 
subsided, and although there was some limitation of motion at 
the patient was discharged. \Vhen last seen, April 15, 1932, ab 
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During an altercation with another woman, she had been stab 
paring knife behind the left ear. Immediately she felt her mout! 
could only open one side of the mouth. She never had any paral 
face before. She was immediately brought to the hospital. She 
developed colored female with a wound of the left mastoid regi 
to the left auricle for about an inch. There was a complete pe 
facial paralysis. (Fig. 3.) 

A suture of the facial nerve was done eight days after admissi: 
1931. With a curved mastoid incision the distal end of the fa 
found, isolated and traced towards the region of the stylomastoi 
About one-quarter inch from the stylomastoid foramen, which w 





a ae - 





» 


\ 


Fic. 3 (Case IT.) Facial paralysis ie Fic. 4 (Case II P 
peripheral region due to division of the nerve of the months after operation show 
stylomastoid foramen. facial musculature 

nerve of stylomastoid f 


by a probe, the nerve was found to be completely severed 
visualize the proximal end of the nerve, a portion of the mastoid 
and about one-quarter of an inch of the external wall of the | 
The nerve ends were then approximated without tension and we 
with perineural sutures of Carrel silk, three in number. In 
quately cover the nerve which was exposed in the Fallopian car 
transplant about two inches in diameter was taken from the anteri: 
wall and placed in the cavity. The skin was sutured over this 

Six days after operation physiotherapy was started, consisting 
light to the left face for one week, one hour daily. The wou 
and the sutures removed on the ninth day, and the patient was 
June 9, 1931, to the physiotherapy department for treatment. SI! 
there for a week and was then lost sight of until October 30, 1931 
tion then disclosed definite improvement in. all the movements 
facial musculature. The droop at the corner of the mouth was 
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is deepened to the extensor muscl 


tensor communis digitorum is identified and the tendons to th 


third 


side. 
( >, 


Py | 


torum 


(4 
and th 


(5 


I 


inger are st 
fingers are similarly sutured 


itured 


The brachio radial 
attached to the radius | 
longus and brevis are excised. 


together The tendons to the fourt! 


The extensor carpi ulnaris is left 
s and both extensor carpi radialis 
he abductor pollic 1S longus, the extel 


) The volar incision is now deepened to the flexor muscl: 
carpi ulnaris and radialis are left on their respective sides. The 
flexor sublimis digitorum a 


} 
e 


re treated similar to the extensor con 


The flexor profundus digitorum and the flexor longu 
extirpated. 


I ( 


The mediat 


Il 


l and u 


i 





ng grasping power with Kruketr 


nar nerves are identified and adequ 


stumps injected with alcohol. 
The interosseous n 


removed so that th 
centimetres of their extent, 


eEXcise 
(6 


L. 


The flexor and exte! 


e Tal 


radius and ulna respectively 


\ / 


) The radial stump 


which is present. 
(8) 
cover the ulna stump. It i 


this stump from the side « 


It is very 


seldom, 


f 


lius and ulna are then separated fi 


y 


embrane is then slit throughout it 


and the distal extremity of the uln 


sor tendons are ther stutured toget! 


is a rule may be covered with the 


however, that there is sufficient 
s usually advisable to do a pedicl 
the abdomen. ‘| his 1S best pertorme a 


a skin flap and suturing it to the skin left on the ulna. The stumy 
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SUBSTERNAL GOITRE WITH ACUTE DYSPN@GA, BRONCHOS( 


SUBTOTAL THYROIDECTOMY 


Dr. RALPH CoLP presented a woman, forty-five years of a 


surgical service of Dr. Richard Lewisohn at Mount Sinai Hos; 


history was irrelevant and there were no symptoms of preéxi 
either simple or toxic 

For the past year, the patient had been aware of an increasit 
the base of the neck, but she was never aware of a definite 


location. In the week prior to admission, she had three attacks 


dyspnoea, cyanosis and loss of consciousness. The first attack occur 


days ago, the second, two, and the third on the day of admissior 
expiration became stridulous in character, and increasingly dit 
attack lasted for an hour and finally terminated with the expe 
phlegm. 


sode started with a choking sensation and dyspncea Che inspit 


She was an obese, short, middle-aged woman sitting upri 
extremely dyspneeic, with marked inspiratory stridor. She was c 
pulse was 90, respirations 30, and temperature 99.8°. [Examinati 


a hard, firm, diffuse enlargement of the thyroid, slightly more n 
left, extending suprasternally about two inches. This mass dis 

sternally. X-ray examination of the chest showed a marked enl 
the thyroid gland which extended into the chest about two centit 
the aortic arch. The intrathoracic portion of the trachea was 
the right. There was a hypertrophy of the left ventricle with 


In view of the impending asphyxia caused by the compressi 


deviation of the trachea, operation was performed immediate] 
millimetre bronchoscope was passed under local anesthesia of 
about twenty-five centimetres the trachea was compressed to th 


hree 
1 


The stridor immediately disappeared with the dilatation of the t1 


I 


the cyanosis cleared as soon as the oxygen was administered 1 
tube. Under novocaine anzsthesia, a transverse Kocher incisio1 
suprasternally. The ribbon muscles were divided transversel 

pole of the right lobe of the thyroid was ligated and divided, an 
and digital manipulation, the substernal portion of the right lob 
ered. ‘The lobe was excised in its major portion together wit] 

The same procedure was performed on the intrathoracic left 
pathology of the gland was a colloid goitre with fibrous and chroni 


tion. The trachea was now completely exposed and the bronc!l 


withdrawn. There was no subsequent collapse of the trachea ar 
no recurrence of the dyspneea. The ribbon muscles were reunited 
sutures. The substernal space was packed with iodoform gau 
wound was closed with pincets. Following this operation, sh 
though she developed a small patch of bronchopneumonia in the 
lobe. She was discharged on the tenth post-operative day 

The passage of a bronchoscope in the intrathoracic type of 
tracheal compression and deviation certainly relieves the dyspna 
fies the operative procedur: \ definite air way is maintained, th 
immediate tracheal collapse is obviated and the trachea can be 


the operative field without difficulty by the presence of the metal 


The bronchoscope is preferable to a whale-bone catheter in that 
tube is passed under direct vision, the tracheal air way can be kept 
mucus by suction, and oxygen can be administered, if necessary. 

was not particularly uncomfortable with the bronchoscope in pl 
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Stetten under local anesthesia with the patient in the prone position ( 
longitudinal, median incision over the lower cervical and upper thor Dine 
was made. As soon as the spines were exposed, distinctly greate: hil 
of the spinous process of the sixth cervical vertebra and definite c1 

on motion were noted There was an irregular oblique line of 
through both laminz of the sixth cervical vertebra, on the right side 
centimetres from the spine, and on the left side about 114 centimet: 

the spine. The lines of fracture ran from above downward and fro 
outward. There was a definite, though slight, depression of the fractur 























Fic. 7.—Drawing showing lines of fracture in both lamine of the 
vertebra and slight depression of the laminar arch as found at operatior It 
appearance of the fragments of the lamine when removed Note curved 
edge of the fractured end of the right fragment 
arch and some extravasation of blood around the fracture lines. Th 


processes and arches of the fifth and seventh cervical vertebra wert 

exposed and found to be uninjured. After removing the spinous p1 

the sixth cervical vertebra with the rongeur, the loose fragments 

laminz were extracted without difficulty, first from the right and thei 

the left side. At the upper edge of the fractured end of the right 

was a definite, curved spicule of bone about three-quarters of a centimetré 

long, which apparently had further pressed on the cord. (Fig. ° he 

cord surrounded by its dura filled the canal rather tensel) rhe 

cedematous and slightly ecchymotic. It was decided not to open th 

fear of a herniation of the cord. The sharp lateral edges of the fracture 
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has been very sluggish, although the patient is now beginning to 
forearm a little when it is held in a horizontal plane. The supet 
have all recovered and all the deep reflexes are exaggerated 
suprapatellar clonus. There is a left Babinski. The patient 
very fair control of his bladder, although there is some urgency, 
good control of his rectum. 

The case was presented with the realization that the operati 
of this case is not quite in accord with the teaching of most neut 
neuro-surgeons in this country. The fact is that here was a « 
definitely deteriorating, where an extremely grave prognosis 
all the neurologists who examined him, and where, as a forlorn hoy 
intervention was finally decided upon, and followed by alm: 
improvement. It is believed that in this case there was a spit 
with an cedema and possibly a hemorrhage of the spinal cord 
existed a definite compression of the swollen cord by the slig! 
laminar arch, added to by the spicule of bone from the right | 
removal of the arch, even without opening the dura, relieved 
and permitted an absorption of the cedema and the possibl 
Foerster, of Breslau, advocates operation in all of these cases 
spinal shock has subsided. As a matter of fact, there is reall 


The operation is an extremely simple procedure, without 


seriousness, and can easily be pertormed under local aniesthesi 


feature worthy of attention is the apparent value of the suprapu 
of the infected bladder, which, in this case, threatened to nullify 
of the laminectomy. If the bladder is already infected befor: 
method of emptying it can be instituted, a suprapubic cystostor 
a life-saving procedure, as it seems to have done in this cas¢ 
Dr. Byron Stookey said that the essential problem in fr 
of the cervical vertebre is reduction of the displacement wit] 
pressure of the displaced vertebrze upon the spinal cord. It w 
that by far the most satisfactory procedure is reduction by tractior 


1 


cation of suitable measures to maintain the reduction rathet 
operation and immediate fusion of the vertebre. 

With forward displacement of the bodies of the vertebrae r 
vertebral displacement by operation seldom can be accomplished 
tomy the arches of the vertebre are removed and the stabilit 
structure weakened without reduction of the displaced bodies. — I 
traction without operation usually permits satisfactory reduction 
placed vertebre and relief of pressure upon the spinal cord « 
accomplished. In late cases reduction by traction frequently « 

Neither by traction nor by operation can the damage alread) 
spinal cord by hemorrhage within the spinal cord be altered 


reduction of the displaced vertebre and the coincident realignm: 





spinal cord into its normal position within the vertebral canal 
placed in a more favorable position than when the vertebral 

not reduced and only a decompressive laminectomy is don 
instance the dorsal alignment of the vertebra! canal is straightened 
angulation remains and the sharp edge of the displaced vertel 
whereas by traction and reduction without operation the contour of 
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CHRONIC SUPPURATIVE PERINEPHRITIS 
Dr. DeWitt STETTEN presented a girl, aged fifteen years 
admitted to the Children’s Division of the Lenox Hill Hospital No 
1931, under the care of Dr. Jerome S. Leopold. For two and one-! 


the patient had been complaining of obscure right-sided abdominal 
become progressively weaker, had not grown nor matured normal! 


developed a gradually increasing pallor. Recently she had acquire 
with favoring of the right leg, and about two years previously a rath 
scoliosis to the left had tormed. \bout three years betore ads 

had had several large furuncles on the right buttock. A few mont 


on June 29, 1929, she was admitted to the Kifth Avenue Hospital, « 
of pain in the right upper quadrant of about ten days’ duratior 

of a laterocecal appendix with abscess or a perinephritic abscess 
and the patient was operated on July 5, 1929. An appendicectom) 
through a right Kammerer incision. An inflamed laterocecal apy 
found but no pus. The kidney region was carefully examin 

was no evidence of a perinephritic abscess, although there was sor 
matory cedema of the peritoneum over the lower portion of the kid 


1) 


The patient’s convalescence was rather stormy and for som 
operation she suffered from indefinite abdominal pains. She did 
but continued to lose weight and began to limp, favoring the 
On admission to the Lenox Hill Hospital she presented the pict 
underdeveloped, emaciated child with drawn facies and marked 
had a pronounced dorsolumbar scoliosis with lumbar convexity 
There appeared to be some spasm over the right lumbar regi 
bulging, tenderness or fluctuation. Murphy's sign was negativ: 
domen was scaphoid. In the right upper quadrant could be fel 
firm, fixed mass, corresponding to the lower right kidney regi 


was slightly tender on deep pressure In the left upper qu 
be felt a smooth, firm mass, which moved on respiration 
umbilicus, and which was undoubtedly a large kidney X-ray « 


showed a marked left lumbar scoliosis, almost complete oblitet 
right psoas margin, a very large left kidney, and no definit 
shadow. Skiodan injection revealed normal function and outlin 
much impaired function, right. On cystoscopy the bladder w 
and catheters could be passed up both ureters. The indigo- 
showed marked loss of function of the right kidney and a pyel 
showed distinct clubbing deformity of the calices. 

The temrciature during the period of observation from Nove 
December 21, 1931, fluctuated irregularly between 98.2° and 10 
blood showed a severe secondary anemia with a moderate leucocyt 
and urine cultures were sterile. The urine was practically normal 
Pirquet test was negative 

After a preliminary transfusion she was operated on by Doct 


under general anesthesia December 21, 1931. Through an ob! 

lumbar incision, the perirenal space was entered and found to b 

dense, infiltrated, ceedematous fat, in which were areas of vellowi 

necrotic, semi-solid material, obviously old inspissated pus, and 

franker, fresher, and more fluid purulent exudate. This was | 

marked around the upper pole of the kidney. A culture was take 

infiltrated perirenal tissue was incised down to and through the t ene 
kidney capsule, and the kidney was decapsulated. The kidney it | 
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rise of temperature with pain and tenderness to percussiot 
kidney. Practically all of these cases do well with a simp! 
and drainage. In only a few instances has it been found m 


secondary nephrectomy. 


SPLENECTOMY FOR CHRONIC THROMBOCYTOPENI 


Dr. DEWITT STETTEN presented a woman, aged fort) 


ing six or seven days, and dating from the onset of her mens« 
twelve years. About eight years before admission she had had 
lasted ten days and was unusually profuse, assuming the cl 
hemorrhage. [ive years later she had a similar episode 
before admission she had a menstrual period with very sever: 
lasted ten days. The bleeding stopped, but recurred with het 
about four days before admission, when she again bled very 
continuously. This profuse bleeding persisted and she 
general weakness, marked pallor, and dizziness. The patient 
pregnant, and there had been no uterine bleeding betwee: 


periods. She had had occasional epistaxis and bleeding from tl 


gave a history of profuse menstrual periods of a twenty-cig] 


cic Ve 


since childhood she would easily develop purpuric spots afte: 


She had never had any intestinal bleeding. 
skin showed several scattered purpuric spots, and several 
tival petechiz on the lower eyelids. In both nares ther: 
blood-clots. In the mucous membrane of the mouth wer 
petechiz over the uvula and soft palate. The veins in the 
markedly, but there were no palpable lymph-nodes. Ther: 

ing systolic murmur in the left second interspace. The liver 
palpable, and the spleen was enlarged to four fingers below thi 
along the anterior axillary line. In the lower abdomen wa 
hard, nodular mass, obviously a fibromyomatous uterus 
symphysis to two inches above the umbilicus, 


re 
and late 
each side of the mid-line. Vaginal examination showed the 
posterior fornix due to an irregular, hard, nodular mass, wl 
cervix up against the symphysis. This mass was continuou 
fibromyomatous uterus, which was felt on abdominal palpatior 
impacted in the pelvis. A transfusion of 600 cubic centimetre 


given December 6, 1G 30, followed by four dee p X-ray treatment 


a ECelLilit 


from December 10 to 13, 1930, inclusive. Following the X 
the. bleeding diminished somewhat, but a careful | 

Dr. M. A. Weiss December 7, 1930, showed a very s 
anzmia, 3,410,000 erythrocytes with 47 per cent. hemoglol 
leucopenia, 4,600 leucocytes with a normal differential count 
bleeding time of twenty-four minutes; a normal 


1ematolo 


coagulation 
minutes ; delayed clot retraction: and marked reduction in tl 
to 10,500. 


{ 


The diagnosis of thrombocytopenic purpura, probably 
endothelial or thrombolytic type, was now rather clearly establi 
somewhat into the background the importance of the uterin« 
patient was treated for four weeks on the medical servic 
Rothschild at the Beth Israel Hospital. Her menstrual blee 
most of that time, and she also sutfered from nose-bleed. 
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indicated. She went through this operation exceedingly well 
convalescing. 

Dr. Epwin Beer said that in regard to the excellent results su 
follow splenectomy, he wished to refer to a case of thrombocyt 
pura in which bleeding did not cease, following splenectomy, until t] 
was exposed to deep X-ray therapy. 


showing ri 





yperation, 


Fic. 8 Radiograph of hand before first « 
PLASTIC RECONSTRUCTION OF HAND WITH PHALANGEA 


OF THUMB 


Dr. DeWitt STETTEN presented a man, aged nineteen years, w 

3, 1930, severely crushed his left hand. He was taken at once to 
Hospital, where in spite of conservative treatment, the entire i 
; thy 


distal phalanx of the thumb, and second and third phalanges of 

ring and little fingers were lost, and the skin of the palm and dot 

also completely destroyed, all through the development of gangren« 
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I { (( - r) 
24, 1930, he was to the Let 
care. At that tu 
wrist downward covered 1 they: 
surface he ind was n S n ’ 
been amputated t e! ( ing 
and little fingers ( utate tal - 
proximal phalang¢ ert s no “wm 
and the index m wer e} 
little fingers there é er ; . 
erated Wrist mot ] le nas 
as was supinatio . o & 
firmed the riot ‘aiuaiaas 
clean cut. No a i ; 


revealed 
\ plastic reconstruction of the han ul take! ncdet 


dressings the granulations still further improve som 





thelium formed, particularly over the thenar and ] othenar et 


the palm hese 1 1 St ( er these eas ft 
extent. rom the the r ctmminence t] Cy the] ul extel ed ari ul “ 
on the radial sid mall amount of th epithe 
the webbing between 1 thumb and he i ot ti ndex met 
dorsum showed pract vy no epith oA 

The first operation was performed November 10. 1020. A po 


was prepared on the 1 t side of the chest o1 el witl 


nipple, the width of 1 Hap being wide enough to er the | 

The full thickness of n was under eda ( ( ron ( ( 
leaving the flap attached by broad pedicles above and be OW lhe is 
epithelium were removed from the radial side and from the webl 
the stump ot the thumb and head of the é é rpal tee 
patches on the paln ‘ retaines he ¢ e { the s on ft] S 
of the wrist was fre iwout juartet \ alk a r 
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self treshened. A piece of rubber dam was laid into the floor 
across the chest, completely covering same. The edges of this 
through anteriorly and posteriorly and sutured to the skin to hol 
The left hand was comfortably placed into this subcutaneous 
skin on the anterior edge of the flap was sutured to the skin of 
the wrist. A dry dressing was applied, and the hand and arm wi 
ized in a starch bandage 

The wound between the dorsum of the wrist and the anteri 
flap healed by primary union, and the flap itself promptly be 
to the dorsum of the hand. December 4, 1930, the second st 
The upper pedicle was divided a moderate distance above the 


well below the axillary hair. The pedicle was loosened from 
and some of the thin epithelium from the thenar eminence: 
The skin on the radial side of the anterior surface of the wri 
and the edges freshened. The flap was rolled around the thuml 
of the fingers, and sutured without tension te the hand, the 
the wrist being between the anterior edge of the flap and the rel 
skin on the anterior surface at the radial side and at the the 
between the upper edge of the flap and the new epithelium 
Some pinch grafts were taken from the skin of the anterior 
chest and applied to the chest wound, and the anterior uppet 
wound was partially sutured. The patient also made an unevent! 
cence from the second operation except that the pinch grafts 
seemed to have taken at the first dressing, apparently absorb 
there was a slight retraction of the upper edge of the flap, but 
primary union of the suture between the anterior edge of th 
skin at the anterior surface of the radial side of the wrist 

January 17, 1931, the third stage of the operation was pert 
anterior and posterior incisions of the flap were extended downy 
flap was freely mobilized from the lower chest and lateral abdor 
with the pedicle still broadly attached below. The hand had 
firmly to the chest wall, especially at the stump of the littie finge: 
dissection was required to separate it. The hand was lowered si 
rolled around on the palm and all the new epithelium on the pal: 
of the hand, which had formed over the thenar and hypothe: 
was removed with knife and curette. Most of the removed epit 
grafted to the fresh wound area on the lower chest. All the skit 
portion of the flap that was adherent to the hand, and of th 
anterior surface of the wrist at the ulnar side, were freed 
The free edge of the anterior portion of the flap was sutured 
the anterior surface of the wrist, at the ulnar side, and to th 
adherent flap along the stump of the thumb. The posterior free 
flap was sutured to the edge of the adherent flap over the tips 
stumps and palmar surface of the stump of the middle finger, | 
very small area over the thenar eminence and adjacent palm unco 
was no tension on the sutures, and the entire enveloping flap 
well nourished. A slight flexion contracture of the wrist had de 
result of the posture, which it was deemed inadvisable to distur] 
manipulation at that time \ dry dressing, with an effort to pro 
more extension at the wrist, and a starch bandage, were applied 

There was again a relatively uneventful convalescence with rath 
tory union of practically all the sutured edges of the flap. Som 
had taken in part. February 12, 1931, 
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planted epithelial grafts 





H 
stage Ol the plastic repalr Was clone, the ren li] lo pedicle ot 

divided, leaving sumcient Hap to covet aln Ost the entire cle rec ) 

and the hand was separated from the chest w the skin « ‘ 

radial side of the hand were freed, and the divided edge of the 

sutured thereto lhe granulations on the tip of the hand stumy 

side, were curetted and the adherent ski) edge at this point treed ar 

ened, and sutured to the remaining posterior edge o{ the flay \ ft, 
oughly removing the granulations on the wound of the chest w 

to the scar tissue, a |] ersch skin-91 It was one mm the right t c 

ing the entire area \iso alter curetting the granulations. a smal 
skin-gratt was made to a small uncovered area over the thenar emin 

the hand here w i marked flexion contracture of the elbow 

wrist due to the protracted immobilizatio Under anzsthesia the 

could be extended only witl considerable rorce to ibout 110. and th, 

to about 160 No attempt was made to correct forcibly this cont: ; 
Silver-toil dry dressing was applied to the grafted areas and 1 palmar st 
applied to the hand in 5 great extension as possible wit! out undue f 


he patient ag I made 
an uneventtul convalescence, 
the flap remaining well nout 
ished and the sutured portion 
healing by primary union 
The Thiersch skin-graft o1 
the thenar eminencs took 
about 50 per cent., al | evel 
at the first dressing it was 
noticed that thers was a 
marked degree of acute. a 
most normal sensation in 
practically the entire Hap, 
except toward the radial side 


on the palmar surface 





over the stump of the 


finger, wh ré there Was sore I Phot } . fter 
anesthesia he lhierscl : g de 


eratt on the chest tool ibout &< per cent Krom then o1 the remait 
granulating areas rapidly healed, and the hand stump was then covers 
rather well-nourished, loose full-thickness eraft enveloping it lik 
with a relatively ! Pnihcant scat ilong the distal extremity of thy 
running down the radial side to the thenar eminence (Fig. ro.) ; 
exercise the patient radually regained practica normal extensioy the 
elbow. and @xtensio1 rT the wrist to nearly [so with flexio1 ot the VTIst 
almost normal 1 oO acquired fairly good motion in the phalang: il stumps 
Ol the ring and littl ngers, but there w is no motion in the phalang tan 
of the thumb [here was no interference to th elevation of the 
the chest scar Sensation also became practically normal except fo1 
area Over the stump of the little finger, where it was son: what 

September 25, 1931, the fifth stage of the repair was done. by the 
struction of a radial-dorsal Hap made by incising the skin between th 
carpal of the middle and ring hngers, continued through the scar at the 
extremity of the stump Lhe metacarpal bone of the index finger with the 
adjacent intrinsic muscles and tendons was ex: ised, a disarticulatioy eing 


done at the metacarna carpal articulation \ sin 
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ular ulnar-palmar flap was 
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then formed by continuing the incision through the scar at th 
stump into the scar at the radial side, the old skin scar ben 
excised. ‘The flaps were made in this manner so as to hav 
cicatrix on the thumb stump. The thumb was then bluntly sey 
the balance of the hand down to the attachment of the metacarpal 
carpus. Both flaps were then incised transversely at their upper 
palmar toward the ulnar side and the dorsal toward the radial si 
swung around and sutured in the typical manner as in the Did 
for syndactylism, the ulnar-palmar flap to the dorsum of the ha 
radial-dorsal flap to the palmar surface of the thumb. The forme: 
be sutured almost completely without great tension, except at 
portion. The thumb was also relatively well covered except at 
portion. The triangular apex of the flap on the tip of the thumb 





fitted in to cover the end of the thumb very satisfactoril \ 
separating the thumb from the balance of the hand and a paln 
the wrist in as great extension as possible were applied 
Uneventful convalescence again occurred and the sutured port 
hand healed by primary union with perfect vitality of both fi 
7, 1931, a Thiersch skin-gratt from the left thigh was made to 


areas on the palmar surface of the thumb stump and on the dorsal 
the stump of the balance of the hand, and also in the cleft betwee 
and the remainder of the hand, all granulating areas being complet: 
Silver-foil dressing was applied. The skin-graft took 100 per cent 

From then on the wounds remained healed except that seve1 


furuncles around the distal extremity of the finger stump of the 

oped. These persisted rather longer than usual, healing very slow! 

edly due to a certain amount of trophic disturbance. When the 

cold, the distal extremities of both finger and thumb stumps be 
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red and blanch o1 
tion, however, oO} 
extent, atrophied 
flexion almost no 
gradually develoy 
adduct and abduct 
the phalat veal stu 
some prehens! 


or even a sheet of 
rather tightly 
The last X-1 
the thumb, and the 
the index hnnger 
wedge-shaped port 
had fused with th 
fusion has formed 
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trapezoid bones of the carpus. The radiograph also shows a genet 
tion due to atrophy of all the bones of the hand, including the lows 
the radius and ulna. It also shows definite absorption of the stu: 
first phalanx of the thumb, ring and little fingers. They have b 
only shorter, more pointed and smoothed off at their distal extremiti 
narrower. They seem to be about one-half their original siz 
unusual feature is that the stump of the first phalanx of the mi 
which was never disturbed at operation, seems to have completely 
by absorption. (Fig. 13.) It is believed that with practice the 
the stump will further increase as the muscular power is develop 
motion, particularly opposition of the thumb stump and extensi 
wrist, improves. It is also felt that the subcutaneous fat will st 
atrophy, and that this will also add to the utility of the stump. Th 


of some of the rather excessive skin at the end of the thumb stuny 
considered, and the operative removal of some of the subcutaneou 
also be done at a future date, if it does not atrophy sufficient! 
usefulness might also be obtained by a suitable prothesis 


CHOLECYSTECTOMY IN A CASE OF INTRAHEPATIC GAI 


Dr. DeWitt STETTEN reported the case of a man, aged forty 
who gave a typical history of gall-bladder disease dating back to twe 
ago, when he had a characteristic attack of epigastric pain radiat 
right side with vomiting but without jaundice. He had no furthe1 
seven years later when he again had severe pain, vomiting without 


and rise of temperature to 102.5°. His present attack began about 
before admission to the hospital with pain, which has recurred 
since. At the beginning of this attack the patient was jaundiced 


time. On examination there was marked sensitiveness and modet 
just below the right costal margin. The jaundice had disappeared 
Operation at the Lenox Hill Hospital; longitudinal right hyy 
incision. Rather dense omental adhesions to the upper surface ot! 
lobe of the liver and some to the under surface of the outer edg: 
lobe. When these adhesions were freed and the edge of the right 
liver thoroughly exposed, no gall-bladder at all could be found, alt 
duodenohepatic ligament could readily be recognized below what 


be the right lobe of a somewhat congested, firm liver he f 
Winslow was patent and no calculi could be palpated in what app 
the common bile-duct or at the papilla of Vater. The liver | Figs. 14 


was entirely anomalous with a marked lobulation of the lateral port 
right lobe, which was almost completely divided by means of 
fissure into a smaller outer and a larger inner portion At the 
corresponded to the normal bed of the gall-bladder there was ar 
fissure between two portions of the medial part of the right lobe 
adherent to each other. A large, somewhat pedunculated quadrat 
tached to the liver to the right of the hilus by a rather narrow brid 
tissue could be seen protruding below the right lobe, just beneat! 
fissure. Following this fissure backward and palpating the upper 
the right lobe of the liver where the omentum had been adherent 
diaphragm, a very much thickened gall-bladder could be felt complet 
rounded by liver tissue. In the gall-bladder could be palpated 
rounded calculus the size of a hazelnut. The left lobe was also 
lobulated. The falciform ligament did not as usual separate the 
the left lobe, but emerged from the centre of the liver a rather de 
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} 


near the centre ot the organ, which abruptly became shallower toward th 


anterior edge, where it terminated in a small notch, indicating the division 
between the two main lobes. Both the upper and under surfaces of the left 
Solitary Calculus . 










n Intrahepatic Gall-bladder 
* 


Left Lobe 


Lobuleted 
Right Lobe 


1 


lobe showed SeCvVel il marked } 


indentations. indications of incomplete lobulatiot 
It Was found that the nssure 1n the liver leading to the gall bladd r could he 


separated without much difficulty so that the medial part of the right lobe 


Caudate Lobe 


Vena Cava Inferior 


Left 
Lobe 


Portal Vein 


Hepatic Art ery 


Duodenum with 
Papilla ot Vater 


- nder surface of liver in case of intrahepatic gall-bladder 


could be split apart and the large lip of liver tissue to the left could be 

deflected medially, and a relatively simple cholecystectomy from above down 

ward could be done, with very definite separate ligation of the cystic vessels 

and cystic duct and cauterization of the cystic-duct stump. The gall-bladder 
297 











\ 


NEW YORK SURGICAL SOCIETY 


was rather adherent to its bed in the liver and there w 

hemorrhage from this region, which could be fairly w 
S 

gauze tamponade, but which battled somewhat protracted 


11 
Cl 
\ 


; 
i 


ing or suturing, owing to its inaccessibility under the costal 
phragm. It was finally decided to leave the tampons in tl 
and the abdomen was closed in the usual manner. 

The gall-bladder was a much diseased, thick-walled or: 


showing a large gangrenous patch near the fundus on the live: 
balance of the mucosa was scarred. The gall-bladder contain 


rounded, somewhat roughened, brown calculus the size of a | 


contained a moderate quantity of thick, muddy, brown fluid 
examination of the gall-bladder revealed a chronic ulcerati 
The patient was very much shocked after the operation and 
tiple transfusions, hypodermoclyses and proctoclyses, nevet 


The wound drainage was rather sanguinous at first but rapid] 


There was never any actual post-operative hemorrhag« [he 
ever, developed a rising temperature and pulse rate, abdomit 

tenderness and vomiting, symptoms suggestive of peritonit: 
about fifty-eight hours after operation. A study of the lin 


firmed the operative findings In addition, a small, irregul 
about the size of a hen egg was found at the upper posteri 
right lobe, just to the right of the groove for the inferior v« 
almost completely separate from the main organ, being 
extremely thin strand of liver tissue he relations of the 
portal vein, hepatic artery, inferior vena cava, and caudate 
tively normal. The hepatic ducts were not dissected out 
not to damage the unique specimen 

This case illustrates an anomaly that is said to be 
which Doctor Stetten has encountered for the nmrst tin 
Journal of the American Medical Association of Novembet 
to this condition and speaks of cases reported by Wiede1 
©’Day, Yoell, Schachner, Kehr, and himself. He regards thi 
revision to the form normally occurring in certain of the lowet 


case is reported by Doctor Stetten because hx 


\ 


believes that. h 
difficulties and dangers been properly anticipated, a cholecystect 
have been attempted he gall-bladder could have been 
extracted, and a simple cholecystostomy performed This n 
been entirely simple, owing to the position under the diaphi 
some sort of L-tube, it might have been accomplished. Deat! 
caused by shock, and peritonitis, resulting from hamorrl 


penn 


\\ 


nipulation, and the subsequent necessity for extensive 
could have been avoided by the simpler operation. 


VAUZ 


PARA-CESOPHAGEAL ABSCESS 
Hospital, October 22, 1931, with 
the left lobe of the thyroid gland 


Dr. ArtHur S. McQOuILiANn presented a weman who ent 


tender indurated swelling 
There was a sense of dee 


this region. The swelling appeared maximum at the innet 
sternomastoid at its middle \bout ten davs before admissio1 


she had swallowed a fish bone, which she felt lodged in the up 
The bone remained there for one week. when she dislod 
but soreness and pain in the lef 


ES ae | 

t side of the neck persisted 
Over the maximum swelling about the middle of the ster 

three-inch transverse incision was made 
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TRANSACTIONS 


OF THE 


PHILADELPHIA ACADEMY OF SURGERY 


STATED MEETING HELD APRIL 4, 1982 


The President, Dr. Joun Speeser, in the Chair 
Catvin M. Smytu, Jr., M.D., Recorder 


VENTRAL HERNIA—HERNIOPLASTY—LIPECTOMY 


Dr. HusLtey R. Owen presented a woman, aged fifty-six years »W 
admitted to the Philadelphia General Hospital January 22, 1932, with th 
chief complaint of incisional hernia. In 1925, she had had laparot 
prolapse of the uterus and a second gynecological operation in 1930 
after the second operation she fell heavily to her knees and thereafter notic 
a swelling in the abdominal wall which had been increasing in si 
the past few months has been painful. 





I Ventral hernia before operation 
Fic. 2.—Result of operation or ndition shown in Fig Weta taken four weel 


The examination of the abdomen disclosed below the umbilicu 
misshapen protrusion which hung like an apron (Fig. 1) along wit 


adiposity over pubis. This mass contained gurgling gut. \n lefine 
rectus diathesis could be palpated 
At operation, two longitudinal, eliptical incisions were made from be 

the ensiform cartilage to above the symphysis. Subcutaneous tissues am 
peritoneum dissected free of hernial sac. An area of skin and subcutaneous 
tissue measuring ten inches by nine inches was removed. The contents of 
hernial sac were replaced in the abdomen. Peritoneum was closed and bot! 
the posterior sheath and the anterior sheath of the rectus muscle were ovet 
lapped and sutured with interrupted No. 2 chromic gut. When the closurt 
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contained pus and small quantities of soft mushy tissue, whi 
tion were found to be portions of the spleen which had under; 
and sequestration. The right lung showed a large abscess 
ploration was not permitted 


Doctor ELIASON remarked that abscess of the spleen is tl 
rare disease. This fallacious idea is due to the fact that it is rar 
as such, because it is seldom diagnosed and treated surgically 
frequently found at post-mortem as a complication in septiczet 
fever, relapsing fever, efc., its existence before death not beit 
rather being masked by the serious nature of the primary diseas« 
case was diagnosed and treated surgically although with 
illustrates also the sequestration phenomenon noted by Kuttne: 


of abscessed S] leens. 


ECHINOCOCCUS CYST OF THE LIVER 


Doctor ELIASON reported the case of a man who was 
hospital of the University of Pennsylvania April 7, 1927, « 
severe pain in the mid-epigastrium. The patient had been pe 
until three years and five months before admission, at whicl 
seized with a severe pain in his upper abdomen which doubled 
sisting for ten minutes, and then disappeared entirely. Thess 
periodic in type, recurring at intervals of from three weeks 


and lasting from ten minutes to twelve hours each tim So 
original attack the patient was admitted to the New York Poly 
where X-ray studies and duodenal drainage were done. H« 

that all examinations at that time were negative. The pain h: 


to food and was not accompanied by nausea, vomiting, dizzines 
It was severe, usually localized in the mid-epigastric region, 
casionally radiated through to the interscapular region posterior] 
and vomiting appeared as a feature only with the attack imm« 
the patient’s admission to the hospital. There were no other g 
symptoms in the patient’s past history and the cardiorespiratory, ne1 
urological systems were negative 

When admitted the upper recti were markedly rigid and there 
tenderness about one inch below the ensiform cartilage in the 
lower recti were soft, the liver, spleen and kidneys were not 
no other masses were made out. Peristalsis was absent. The leu 


on admission was 22,300. The fluoroscope revealed a large n 
upward from the anterior portion of the right lobe of the live: 
to be probably non-inflammatory since the diaphragm moved ri 
it. In view of this finding immediate operation was postponed 
lowing morning the abdomen was soft, the temperature, puls 
tions normal and the patient felt quite comfortable. The | 
had fallen to 11,900. Because of the X-ray findings, the slight 
the patient’s nationality (Greek), a tentative diagnosis of echii 
of the liver was made which was further confirmed by the pr 
positive complement fixation test for hydatid disease. 

The following day a portion of the right tenth rib in th 
line was resected, the diaphragm was sutured to the plew 
packed with gauze. Two days later a needle inserted into the 
obtained: typical “spring water” fluid and a cautery was « 
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biliary sinus which resulted in a great outpouring of bile and tl 
with its accompanying symptoms promptly disappeared within th 
days. The man was again admitted to the hospital March 17, 193 
admission there was no definite jaundice although the sclera had a 


tinge. he biliary fistula in the right chest continued to dischar 
quantities of bile each day. The stools were brown and the urin 
bile salts. Under gas-ether the abdomen was opened throug! 

Kocher incision. ‘Lhe gall-bladder was of normal thickness an: 


not distended and contained no stones. Palpation ot the super! 


of the liver showed this tightly adherent to the right diaphrag: 


were many adhesions along the cystic and common ducts he 
was but slightly dilated, while the hepatic duct when seen was 
greatly enlarged, being approximately the size of one’s thumb. 1 


duct as it passed behind the duodenum was also seen to be similat 
The gall-bladder was opened and found to contain no bile. It 


carefully explored with the cholecy stoscope but no calculus was f: 
might account for the absence of bile from the gall-bladdet | 
duct was then opened and found to be filled with bile in whicl 
purulent material were noted. A catheter introduced into the cor 


through the hepatic duct readily entered the duodenum.  Flushi 


common duct with normal salt solution failed to disclose the pres¢ 
calculus or daughter cysts in this portion of the ductal system w 
be responsible for the obstruction. The catheter was then pas 
hepatic duct into the liver. Approximately five centimetres up 
duct, within the liver, a partial obstruction was encountered 
catheter could be forced by this point. Instilling salt solution 
duct through the catheter resulted in the discharge of several 


daughter cysts through the opening in the hepatic duct. It w 
felt that the obstruction was of the partial type, due to the trai 
of echinococcus cysts, located high in the hepatic ducts.  Drair 


common duct or a cholecyst-duodenostomy in such a case woul 


useful purpose so the incision in the hepatic duct was closed 


placed to this site. A cholecystostomy was performed and the aly 


closed. Post-operatively the patient did well. Small quantities 


1 


discharged through the cholecystostomy tube although the biliat 


the chest continued to discharge considerable quantities of bile re 


dressings. 


INTRAMURAL ABSCESS OF THE STOMACH 


Dr. L. K. FERGUSON reported the case of a colored woman, t! 


years old, admitted in the service of Dr. E. L. Eliason at the 
General Hospital March 29, 1931, complaining of severe epig 


Following a drinking party one week before admission, the pati: 


attack of acute upper abdominal pain associated with marked 


elevation of temperature. Her pain continued and became localized 


the right of the mid-line in the epigastrium. There was radiatio1 
to the back and to the right shoulder. Two years before admissior 
had a severe gastric hemorrhage which was thought to be du 

ulcer. Since that time she had suffered from occasional gastric uy 
following the taking of alcohol in excess. 

There were no abnormal signs in the lungs. The abdomen w 
and was markedly tender and rigid in the epigastrium, especially 
side. No masses were palpable. Peristalsis was greatly diminish 
of a previous operation in the lower abdomen was not tendet 
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septic type. On examination there is marked pain and tenderin ey 
. . . - ; 

epigastrium, at times referred to the back and to the shoulder. ‘The si! 
findings usually are interpreted as gastric ulcer. p! 
MUSCULOSPIRAL PARALYSIS—TENOPLASTY ul 

Dr. GeorGe M. Dorrance presented a boy, aged nine years pi 
admitted to St. Agnes’ Hospital September 1, 1931. Four year to 
admission this child was struck by an automobile and sustained a " 


fracture of the humerus and severe laceration of the upper arm 


treated in another institution. All the muscles of the upper arn 2 
loose from their points of insertion and the skin and fascia was di * 
over a large area. The musculospiral nerve was exposed and du ‘ 
fifteen weeks’ stay in the hospital, it ruptured and the ends becam 
in the scar tissue. The infection cleared up before his dis« hare 
practically no power to raise his forearm; he had wrist drop. | 
prior to his admission to St. Agnes’ Hospital, Doctor MeShan m 
reporter reunited the ends of the musculospiral nerve but as ther tV 
return of function he was admitted for a tendon transplantatior 
ber 2, 1931, the following operation was performed: The tendo: r¢ 
flexor carpi radialis was cut close to its insertion at the base of th 
and third metacarpal bones; the tendon of the flexor carpi ulnaris 
cut close to its insertion in the pisiform bone. Next the four ter ul 
the extensor communus digitorum and the extensor longus policu \' 
posed just above the posterior anular ligament. Each of these tet 
slotted—then the free end of the tendon of the flexor carpi radi re 
threaded through from the radial side and drawn out for a distai 
inch on the ulnar side. The flexor carpi ulnaris tendon was threade: tt 
from the ulnar side and drawn out for an inch on the radial 
free ends were turned back on themselves and sutured. A suture w 
through each of the tendons also at the openings in the communis d 
and extensor longus policis. ~The wounds were closed and for four w I 
arm was placed in a plaster case with the wrist extended. After fou 
massage was begun and passive motion instituted. The child was e1 S| 
to move the wrist. Almost complete restoration of the power ot 
was accomplished by this procedure. 

March 31 the patient was examined by Dr. Milton Meyers who t 
extensor muscles and the supinator longus to see if the musculospi 
had regenerated, so perfect was the function. Doctor Meyers had « 
this patient before the operation and reported that the muscles sup} 
the musculospiral had undergone atrophy and showed signs of degenet 
Today he reports partial return of musculospiral function. This illustrat 
the point that return of function after nerve suture may not manifest it 
for eighteen months or longer. 

TEMPOROMANDIBULAR ANKYLOSIS : 

Dr. GeorGE M. DorraANnce presented a girl, aged six years, why \ 
mitted to St. Agnes’ Hospital November 21, 1931, with the diagnosi : 
ankylosis of the left temporomandibular joint. At the age of on: 
large cervical abscess complicating septicemia developed. Incision an: | I 
age was performed and the patient was under medical supervision for fou 
months. Eight months later, she developed a septic sore throat. [1 
ing to treat this, the physician forcibly opened the jaws. Since ther 


ing to the mother, the jaws became fixed. Physical examination v 
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With a thin-bladed osteotome the ra 





inch below the lower border of the zygoma and then the uppet 
the mandible is separated trom the zygoma in the same way. If thi 
carefully no injury is done to vessels, nerves or parotoid gland. A ; 
. superficial fascia and fat is removed from the thigh and placed bet um 
skull and the mandible lhe wound is closed without drainags It | 
The after-treatment consists in keeping the mouth open with plugs mack 
of rubber or with a wooden screw or with dental plates which | 9 
attached to them to which are fastened rubber bands. It has beet : 
these mechanical means are not needed after the first two or thi 
as the patient then begins to move the jaw freely. One case of 
curred in a patient in whom he did not interpose any soft tissu 
the bones at the time of operation. A second operation was nec« 
resulted in good functior In practically all of the speaker's cases ‘ 
dition was due to a pyogenic infection apparently accompanied by the pre 
ence of osteomyelitis in other parts of the body \fter function « 
is established it has been found that the jaw develops. Of cor 
younger the patient at the time of operation the more rapid and 
plete is the result. 
= 
I 
I 
: 
/ 
Bu 
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Doctor Gill did his first operation for this condition in 1919. H et] | 
of operation has always been as follows: Incision is made throug! 
about one inch in length along the lower border of the zygoma thes 
incision of the same length at a right angle to the first one is cart ars 
just in front of the ear lhe soft tissues are divided down to the wet 


border of the zygoma and are pushed downward by blunt dissectio1 
majority of his cases it has been found that both the condyle and the 
process have been ankylosed to the skull with obliteration ot the sign 


mus of the jaw is divided about 
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pelvis by means of its canvas saddle (Fig. 2) which is stretched between thy j 

bars of the frame, while the lower haif is overslung above the extremities ba 
> 

and provides suspension, fixation and traction for them. ‘This ret es a] as 


bars and framework from under the legs so that extension or 

the legs may be obtained without having the interference lwo adjust wl 
arm bars hook onto the transverse bar at the middle of the fram 

out over the lower rectangular frame and drop down at the end t rni th 
support for the pulleys. Countertraction is furnished by a padded aluminw ge 
band around each thigh at the eroin and hooked by snaps to the f1 

The canvas support under the back and pelvis is buckled to this b 


the patient can slide downward no farther than the tension of the canvas re 




















I } Raising and lowering of patient 
will allow. There is a headrest under the trunk so that the patient 
raised to the sitting position. The frame is suspended by a cabl 


to each corner and is raised and lowered (Fig. 3) by means of 
and pulleys on an overhead Balkan frame. Traction to the extren 
be applied in any of the forms in common use 


KARL DD. McBripi ) M 
Oklahom 


TREATMENT OF INTRACAPSULAR FRACTURES OF THE NECK 
OF THE FEMUR ¢ 
IN THE last (tenth) edition, 1931, of Pye’s Surgical Handi 
signed tor house surgeons and dressers, the rising generation, the 


of intracapsular fracture of the neck of the femur is described 
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in surgery must be observed; first, there must be constant, even, gentle pres - 
sure of the opposing surfaces, that is, adequate approximation ; second, ther a 
must be constant splinting of these surfaces; third, the wound must be keps i e 
free from secretions and infection. A violation of these principles in th; - 
art of skin grafting is much more disastrous than in the closure of a lacerat, he 
or an incised wound. During the first twenty-four hours the grafts becon, * 
agglutinated at the base by a coagulation of lymph; this is followed a 
by connective-tissue and capillary infiltration until firm union occurs. Grafts 
are parasites and do not become a part of the host until about the tent! Mt 
lt is during this insecure period that it is difficult to comply strictly wit! lin 
these principles by the present methods, especially when the dressing is r si 
moved to cleanse the wound. To obviate this difficulty these dressings ar " 
rl 
ull 
i 
1S 
th 
int 
ra 
gy 
fr 
ta 
tr 
' cu 
it 
Fic. 1.—Note the granulations attached to the gauze between the 
frequently left eight to ten days before removal. During this long perio 
many grafts are autolized by the secretion or destroyed by the infectior B 
the following method the grafts are constantly approximated and splint de 
that the wound may be dressed and cleansed as frequently as desired 
danger to the grafts 
The technic.—Assuming that the surface to be grafted has been proper! 
prepared and the Ollier-Thiersch grafts applied in the usual manner; ther 
place a single layer of gauze (20 by 16 mesh) snugly over the grafted are ‘ 
and extend it around the limb and sew it together on the opposite W 
the grafted area is in an inaccessible place extend the gauze for a consid th 
erable distance from the wound and fix the edge with adhesive or collodiot , 
ld 


The wound is then covered with a sterile dressing one-half inch thick at 
kept moist with normal saline. Within twenty-four hours the single lave 
gauze becomes attached and buried in the granulations between the grafts 
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OSTEOMA OF THE FRONTAL BONE 


OsTEOMATA of the bones of the skull are relatively common, 
situated so as to cause symptoms from encroaching upon surround 
tures, are of little moment. Many overlie meningiomas and are real 
ostoses secondary to the underlying tumor. When osteomata occur 
orbit or frontal sinus they may cause serious local disturbances 
cranial complications. This is especially true of ethmoid and front 


osteomata in which their removal becomes imperative. The front 








Fic. 1 Appearance f tumor showing scar of former operatior 


and ethmoid osteomata have been discussed fully by Cushing, Armit 
others. The case | wish to present is of a different type, originati 
frontal bone and later encroaching upon and deforming § the 
frontal sinus. 


Case.—C. H., a school-girl, sixteen years of age, came to me Januar 
Family history, negative. Menses began at fifteen and regular Alwa 
attacks of headaches all life. Present illness began about four years ag Pati 
home from school with very severe frontal headache and obtained no 
medication. A slight elevation on right side of the forehead was noticed 
time. No soreness or tenderness observed. One week later surgeon chiseled 
Headaches relieved until about six months ago when they returned. Previ 


had noticed lump again. Headaches have persisted and very severe past 
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Saal 


However, the differentiation into c 
a form of neoplasti 





bone generation of the diffuse type 
be onsidered 


cancellous bone is complete This may 
between the benign classical osteomata on the one hand an 
It possesses a tendency towards progressive extension but 


tion midway 
( Virchow. ) 


on the other. 
Diffuse osteomatosis 


tasize. Diagnosts 
The youth of the patient and the comparative rapidity of the grow 
ll demonstrable tumor was removed This pati 


1 all 
al relief in or two because 


another year 
the time of 


1 recurrence, althoug! 
undoubtedly been beyond surg 
almost beyond surgical accessible regions at operation. | 
have elapsed since the operation with no signs of recurrence and the pat 
The rem 
t. (Fig. 5.) It is planned to insert a cé 


of pain and has almost a normal upward rotation of the orbit 


an area left a large bony defe« 
for cosmetic effect 
WiLtiAM ©. © 


later date 
Fon I] "O) 


A PRACTICAL APPLICATION OF WOLFF'S LAW AS TO TH] 
INTERNAL STRUCTURE OF BONE * 


three very important discoveries 
bone under 


DuriInG the past century 
structure of normal nor! 


made in connection with the 
ditions of weight bearing and muscle pull and its variation from 1 


sourgery : Va 


under abnormal conditions of weight bearing and muscle pull 
! 


TT evel 


During the first part of the nineteenth century, 
the fact that the spongiosa 
structurs 


Engel, and others observe 
anatomical 


adult bone definite 


has a 


every normal 


— 
i 
> 

“a 


ee 








— Soe 
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I 





arrangement of all normal adult femora are exactly 

all corresponding bones of the human skeleton 

mathematician, Cullman, in studying some anaton 
further discovery tl 


trabecular 
is true of 
In 1867 t 


he 
arations of Herman von Meyers, made the 
course of the trabecule of the spongiosa agrees with the so-ca 


t 
I 


trajectories of graphical statics 
* Read before the North Central Illinois Medical Association, Decembe 
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\ number of case histories could be given and the rontgeno: 
be exhibited to illustrate the above statement but it seems mor 
to give one case in detail particularly as we were able to secur 


of excellent stereopticon films which show the trabeculation wit 


clearness. 

Mr. C. C., Case 20145, a well-developed male, aged thirty-nine, wa 
service of my associate, Dr. A. T. Lundgren, at the Augustana hospital 
with a mesial fracture of the anatomical neck of the femur. Twelve 


] 


sion the fracture was reduced and put up according to the Maxwell-Rut 


extension and internal rotatior Stereopticon films taken March 1 

in fair apposition. April 5, or ten weeks after the fracture had occurr 

films were again taken and Doctor Beilin, the réntgenologist, made the I] 
Stereoscopic films taken of the left hip region reveal that the 

considerably obliterated and is occupied by new bone formatio Phere 


irregular distortion of the trabecule at the site of fracture. whi 


lamelle of new bone are considerably laid 


down in their normal dir 

The shaft is only slightly displaced upward, approximately one-half it 
Radiographically the findings are consistent with union at the left 

marked absence of irregular distortion of the bone grain at the site 

that the lamella of new bone which were laid down are consistent 

pattern of architecture 


At this time the extension was removed and the following da 


spica was applied from the umbilicus to an inch above the left kne« 
the patient was allowed to walk with crutches and with a hig! 
Discharged from hospital eleven weeks after admission. July 109, or t 
after the fracture occurred, the spica and high sole were removed and the 
to walk with a cane. On that date following notation was mad uly 
lying flat on back, both lower extremities lying on table apparently « 
eversion of either foot. Right anterior superior spine to right intert 
inches. Left anterior superior spine to left internal malleolus 38 inche 

to 95 degrees passively and to 90 degrees actively Thigh flexed 


degrees. Abduction 15 degrees 


This case is typical of all the cases treated by this method 


because it illustrates the fact that if a fracture extremity 


nearly normal a condition as to weight bearing and muscle | 
sible under the circumstances the bone salts will be deposited cor 
the first instance, thus saving the necessity of reabsorption 

tion. That this will save much energy, time, and expense to th 


be self evident. In addition it will almost surely prevent ununiting 


one of the most common and distressing complications of fractures 


EpwaArp H. Ox 
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